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ABSTRACT
A comprehensive guide for health procedures in small

and large school systegis, this volume emphasizes the need for
coordination of school efforts with those of parents, departments of
health, private practitioners of medicine and dentistry, and
community health agencies. Particular attention is given to the role
of the teacher in school health services. This reference volume
focuses on the school health services aspect of school health
education, the procedures carried out by physicians, nurses,
dentists, teachers, and others to appraise, protect, and promote the
health of students and school personnel. Such procedures are
designed; (1) to ascertain the health status of pupils and school
personnel; (2) to counsel pupils, teachers, parents, and others to
arrange needed treatment or school programs; (3) to help prevent
communicable diseases; (4) to provide emergency care for injury or
sudden illness; (5) to promote optimum sanitary conditions and to
provide proper sanitary facilities; and (6) to protect and promote
the health of school personnel. (Author/NMF)
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Preface

SCHOOL HEALTH SERVICES (Second Edition, 1964) , a compre-
hensive guide for health procedures in small and large school
systems, was prepared by the Joint Committee on Health Problems
in Education of the National Education Association and American
Medical Association with the expectation that its functional organ-
ization and specific recommendations would make it useful to all
concerned with school health activities. The second edition brings
up to date the compendium of information on this subject first
presented in the earlier edition in 1953. SCHOOL HEALTH SERVICES
is designed as a reference for teachers and school administrators,
for physicians and nurses, and for others concerned with any aspect
of the school health program. It is an appropriate text for institu-
tions preparing teachers, physicians, and public health personnel.
SCHOOL HEALTH SERVICES is a companion volume to Health Educa-
tion and Healthful School Living, other publications of the Joint
Committee.

SCHOOL HEALTH SERVICES describes the health resporisibilities of
schools and emphasizes the need for coordination of school efforts
with those of parents, departments of health, private practitioners
of medicine and dentistry, and community health agencies. Particu-
lar attention is given to the role of the teacher in school health
services and to the desirability of utilizing service activities for
health education purposes.

The Editorial Committee outlined the scope and contents of this
book and, with the assistance of the Editor, selected contributors
and consultants. Each contributor prepared basic material for a
chapter, which was then reviewed by selected consultants and mem-
bers of the Joint Committee. Suggestions received were incorpo-
rated into revised drafts. The final manuscript was reviewed by
members of the Joint Committee. As a result, physicians, nurses,
educators, and others concerned with school health activities have
shared in its preparation, making it a consensus of professional
leaders in education, medicine, and public health. The names of
contributors and consultants are listed on pages vii and viii. Our

iii
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sincere thanks go to each of them for their generous help in the
preparation of this publication.

Charles C. Wilson, M.D., a former member and chairman of the
Joint Committee, served as Editor for this publication, as he did
for the previous edition. Dr. Wilson reviewed and edited all
chapters, incorporated suggested changes, and then welded the
materials into a manuscript in which harmony of style is combined
with scientific accuracy. The Committee expresses its deep appre-
ciation of the valuable services rendered by Dr. Wilson.

The Committee received considerable help from publications pre-
pared by state and local departments of education and health.
Statements from these publications are quoted in various chapters
with credit given to their sources.

We are indebted also to many agencies and organizations for
illustrations and charts. In each instance an appropriate credit
line is included.

School health services have (-.,anged markedly since their begin-
nings in the early years of this century. Especially significant has
been an increased understanding of the interprofessional nature of
school health efforts. This has led to more effective cooperation
between official agencies and increased attention to coordination.
with the work of private practitioners. The Joint Committee has
been instrumental in promoting this understanding. However, with-
out the support of its parent bodies, the National Education Asso-
ciaion and the American Medical Association, the Committee could
not have functioned. To these two Associations, therefore, we
express appreciation for the opportunity of preparing this publica-
tion and offering it as a. guide to improved services for children
and youth.

SARA LOUISE SMITH, Ed.D., Chairman, 1961-62

GRANVILLE W.. LARIMORE, M.D., Chairman, 1962-63

CLIFF ROBINSON, Ed.D., Chairman, 1963-64
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Chapter

An Overview of
School Health Services

On the shoulders of 40 million children and 'youth now attend-
ing elementary and secondary schools throughout the country rests
the future of the United States. Within a few short years they
will be our farmers and teachers, factory workers and professional
advisors, businessmen and salespeople. They will also be the home-
makers and the parents of a new generation of children. From
present-day schools they are destined to graduate into an army of
citizens that will grapple with personal, family, economic, social,
and political problems.

How well they will meet their new opportunities and res)onsi-
bilities will be answered in the years ahead. But it is now that
adults can devise ways to assist children and youth to achieve the
greatest possible degree of health, thus helping them to develop
the foundations for happy, useful lives. To assure that each one
will gradually assume increased responsibility for his own health
and that of his family and community is not an easy task, but
protecting . and improving health maybe appealing, challenging,
and satisfying.

This book, dealing with ways in which school.health services may
be organized and conducted to assure optimum benefits to each
pupil, stems from the mutual interest in such, programs of two
national professional groups, the National Education Association
and the American Medical Association. It is presented with the
hope that it will assist educators, physicians, nurses, public health
personnel, and other individuals and groups in their efforts to im-
prove health services in small and large schools, in rural and urban
communities.

School health programs are not new in this country or other
countries. Nevertheless, the various parts of such programs need
to be defined and described and the relationship of school health
services to other health activities needs to be delineated. A descrip-
tion of procedures commonly included in school health services will
nlarify the scope of this part of the total school health program.

1

National Education Association
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PARTS OF A SCHOOL HEALTH PROGRAM

A school health program includ,.is numerous activities in which
many different persons participate. For convenience, the program
is commonly divided into three interrelated parts. One part is
labeled health education; and the other parts, healthful school livinij
and school health services. Each of the three parts is important;
each makes a unique contribution to a total program.

Some Definitions

Communication is facilitated by the use of precise terms, the
meanings of which are clear to all individuals concerned. Since
frequent references will be made in this book to health education,
healthful school living, and school health services, the reader will
want to know how these terms are defined and interpreted. Such
information will help to clarify the content of each of the three
divisions of a school health program.

School health education is the process of providing learning ex-
periences which favorably ir.fluence understandings, attitudes, and
conduct relating to individual and community health. Planned
and conducted by teachers, with consultation from physicians,
dentists, and other health personnel, school health education is an
integral part of the curriculums of elementary and secondary
schools. Health education nelps children and youth learn how to
live healthfully, provides them with knowledge and understand-
ings useful in solving individual and group health problems,
and instills in them a sense of personal health responsibility.
Pupils gain understanding of the structure and function of the
human body and of the numerous and varied factors that affect
health. School health educatioirZ'als w:th such broad areas as
nutrition; safety and first aid; human growth; disease prevention;
dental health; mental and emotional health; care of the body; com-
munity health; alcohol, tobacco, and narcotics; exercise, rest, and
physical fitness; consumer education; home and family health; and
health careers.

Healthful school living is a phrase that embraces all efforts to
provide at school physical, emotional, and social conditions which
are beneficial to the health and safety of pupils. It includes the
provision of a safe and healthful physical environment, the organ-
ization of a healthful school day, and the establishment of inter-
personal relationships favorable to mental health.
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School health services are the procedures carried out by physi-
cians, nurses, dentists, teachers, and others to appraise, protect, and
promote the health of students and school personnel. Such pro-
cedures are designed (a) to appraise the health status of pupils
and school personnel; (b) to counsel pupils, teachers, parents, and
others for the purpose of helping pupils obtain needed treatment
or for arranging school programs in keeping with their abilities;
(c) to help prevent communicable diseases; (d) to provide emer-
gency care for injury or sudden sickness; (e) to promote optimum
sanitary conditions and to provide proper sanitary facilities; and
(f) to protect and promote the health of school personnel.

Definitions of phrases and terms used in describing school
health programs are contained in other publications.' In some
instances they may differ slightly in wording from definitions given
here. In general, however, there is basic agreement on the concept
of a total school health program and its three major aspects.

Focus of This Book

Division of a school health program into the three parts described
above is artificial since each aspect is a part of the whole and each
contributes to the other parts. However, different terms for each
part of the program serve as convenient labels for focusing atten-
tion at times on one facet and at times on another. In actual
practice the various parts merge: school health services contribute
to health education and healthful school living; healthful school
living becomes possible when school health services provide a
healthful environment; health education encourages healthful living
and utilizes school health services for educational purposes.

Whereas other books of the Joint Committee deal with health
education 2 and healthful school living,3 this volume focuses speci-
fically on school health services. Despite this special emphasis, the
reader will find numerous illustrations of ways in which health
services contribute to other parts of a school health program.

' American Association for Health, Physical Education, and Recreation.
Teamwork in School Health. Report of the National Conference on Coordina-
tion of the Fichool Health Program. Washington, D. C.: the Association, a
department of the National Education Association, 1962. 32 pp.

National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Health Education. Washington,
D. C. and Chicago: the Associations, 1961. 129 pp.

National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Healthful School Living. Wash-
ington, D. C. and Chicago: the Associations, 1957. 323 pp.
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SCOPE OF SCHOOL HEALTH SERVICES

Persons participating in any type of school health activity need
to be acquainted with the health problems of children and youth.
Information related to some of these problems is contained in the
next chapter. The most important causes of sickness, death, and
disability are listed and pertinent information about each is pre-
sented..

Whereas each subsequent chapter deals with a functional pro-
cedure of school health services, here these procedures will be listed,
described,' and sometimes defined, thus constituting an overview
of later material.

Appraising Pupil Health
For many years schools have required or urged pupils to obtain

periodic medical examinations. In recent years there has been a
trend toward encouraging health appraisals rather than just health
examinations. Health appraisal is the process of determining the
total health status of a pupil through suol means as parent, teacher,
and nurse observations; screening tests, study of information con-
cerning the pupil's past health experience; and medical and dental
examinations. This concept recognizes that medical examinations
include mental and emotional evaluation and that dental examina-
tions are important in appraising pupil health. Such examinations,
however, need to be supplemented by the other procedures men-
tioned.

Information obtained through health appraisal is used in many
ways. It helps teachers to understand their pupils and to identify
those who need modified programs of education. It reveals pupils
who need the professional services of a physician or dentist, thus
providing the basis for health counseling. Pupils' health knowledge
is increased as the purposes and techniques of appraisal procedures
are interpreted to them and the significance of findings are
explained.

In appraising pupil health, attention is given to all aspects of
health. However, the nature and significance of emotional problems
and dental problems, and the various measures which may be nec-
essary to care for them, make it desirable to devote a separate
chapter to each of these subjects.

Health Counseling and Follow-Up
Health counseling- is the procedure by which physicians, nurses,

counselors, teachers, or others interpret to pupils or parents the
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nature and significance of a health problem. Counseling is best
achieved through face-to-face conferences. It complements and
supplements health appraisal and helps pupils and their parents
formulate a plan of action which will lead to the solution of a
problem. Much healtr counseling is done by nurses; this high
priority function is one of the nurses' major contributions to school
health services.

Prevention and Control of Communicable Disease
Assisting in efforts to prevent the spread of communicable

diseases is an integral part of school health services. Many changes
have occurred in control procedures during recent years as a result
of increased knowledge of the ways by which diseases are spread
and of preventive measures. Health departments, practicing physi-
cians, teachers, nurses, and parents share responsibility for control
measures.

Efforts to prevent and control communicable diseases include
education of parents and pupils, encouragement of immunizations
in infancy and periodically thereafter, and continuous efforts to
nave sick children stay at home.

Caring for Emergency Sickness or Injury
School health services include procedures for the proper and

prompt emergency care of those who become inj ureci a- ill while
at school. Policies need to be established which define the respon-
sibility of school personnel for the common and frequent types of
sickneSs and injury and also for those occurring at times of disaster.
These policies should state the amount and type of care to be pro-
vided and clearly relate school responsibilities to those of parents,
private physicians and dentists, 1 hospitals. They should be
thoroughly understood by all concerned.

In many communities parents are urged to take advantage of
pupil accident insurance policies which help to cover part of the
cost of needed medical services following an accident.

Services Related to Environmental Sanitation
Environmental sanitation is a subject included in this book be-

cause of its relation to certain aspects of disease prevention. In
rural schools particular attention should be given'to providing a
safe water supply and sanitary sewage disposal; in urban schools
those matters ace equally important, but buildings are usually con-
nected with community water supplies and sewage systems.
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Special sanitation problems exist in schools with cafeterias and
kitchens and in schools with gymnasiums, locker rooms, showers,
and swimming pools. Unless these are operated and maintained
with careful attention to sanitation, conditions that cause the spread
of disease may occur.

Maintaining schools in a sanitary condition is a means of pro-
viding a safe, pleasant, and healthful environment. Although
disease prevention is a primary concern, attention is also given to
factors that promote comfort and facilitate learning, including
lighting, heating, ventilation, and seating.

Health Services in Physical Education and Athletics
The participation of pupils in physical education and athletics

creates a need for careful health supervision and. affords unusual
opportunities to promote health. Because of these peculiar circum-
stances Chapter 13 is devoted to "Health Services in Physical
Education and Athletics."

Physical education teachers; including coaches, have important
responsibilities toward pupils under their supervision. They need
to be familiar with general school health policies and with ways of
implementing these policies in the programs they conduct.

Health of School Personnel
As industrial and commercial firms are concerned with the health

of their workers, so must a board of education be concerned with
the health of teachers. and other school employees. Healthy person-
nel work more efficiently; provide better examples for youth, and
aid in creating a pleasant school environment. Matters of sick leave,
retirement provisions, maternity leave, periodic medical examina-
tions, and exchlsion of teachers suspected of having a communicable
disease or suffering from other conditions that endanger the health
and well-being of pupils are of immediate concern to those respon-
sible for school administration.

Additional Areas
The procedures described above indicate the scope of schocil

health services as dealt with in this book. Each procedure is dis-
cussed in considerable detail in a later chapter with suggestions of
desirable goals and practical ways for achieving them. Other
chapters deal with related areas, including administration, legisla-
tion, evaluation, and high lights in the history of school health
.services.
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REASONS FOR SCHOOL HEALTH SERVICES

School health services have developed in response to many dif-
ferent influences. Sometimes they have resulted from leolrrship
by physicians or a medical society or the influence of parents or
other community groups. At other times they have grown from the
attempts of forward-looking teachers, school administrators, and
boards of education to foster school programs that reflect educators'
rightful concern for the health, growth, and development of children
and youth.

Basic Premises
Persons from different professions who participated in a National

Conference on Coordination of the School Health Program ex-
pressed the interests and responsibilities of schools in pupil health
in these words:

The school's responsibility for health education and health promotion rests
upon four principal premises:

1. The obligation of the school to aid in maintaining the pupil's optimum
fitness to learn;

2. The obligation of the school to maintain conditions that promote healthful
living while pupils are under school jurisdiction;

3. The obligation of the school to help assure optimum health for each
individual;

4. The obligation of the :school to citable young people to make intelligent
decisions about personal, family and community health'

With th,s above premises as guideposts, a local committee or
council may prepare a statement of the reasons for school health
services. including a listing of purposes and objectives. Such a
statement should be developed !n every community by representa-
tives of all groups concerned with the health of children and youth
and should be the starting point in developing or modifying school
health services. Unless the reasons for school health services are
identified and stated, there may be misunderstandings between
schools and other groups in a community. Moreover, there may be
undue emphasis on one aspect of a program and neglect of other
important aspects.

Formulation of reasons for school health services will un-
doubtedly include consideration of their relationships to (a) facili-
tating learning, (b) encouraging pupils to obtain needed medical
or dental treatment, (c) adapting school programs to individual

' American Association for Health, Physical Education, and Recreation,
op. cit., p. 1.
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pupil needs, (d) maintaining a healthful school environment, and
(e) increasing pupils' understanding of health and healtl: problems.

Facilitating Learning

When a pupil's health is improt-ed, his potential fo:- success in
the entire school program is ircrea3ed. Frr.-,n:. the point of view of
the individual child and youth personal is basic to the attain-
ment of other educational objectives. Each t;h1ld r,nd youth needs
good health in order to learn efficiently and effectively.

A succinct statement of an underlying relationship between edu-
cational purposes, and school health activities is contained in a
recent report of the Educational Policies Commission. In this
brochure it is Stated that "the purpose whkh runs through and
strengthens all other educational purposesthe common thread of
educationis the development of the ability to think. This is the
central purpose to which the school mus; be oriented if it is to
accomplish ,either its traditional tasks or those newly accentuated
by recent changes in the world."

In further discussion of school purposes, the report points out:
The school must be guided, in pursuing its central purpose or any other

purposes, by certain conditions Mich are known to be basic to significant
mental development. The school i-as responsibility to establish and maintain
these conditions. . Onc of th,:m is physical health. The sick or poorly
nourished pupil, the pupil sufferiig from poor hearing or vision, is hampered
in learning. An adequate physic :1 basis for intellectual life must be assured.
. . . Mental health is also of profound importance. With it the pupil can have
that desire and respect for learning which promote the satisfactory develop-
ment of his capacity for effective mental performance. Without it, the like-
lihood of such development is drastically reduced, if not rendered impossible.°

School health services are concerned with promoting the total
health of pupils; giving appropriate attention to physical, mental,
social, and emotional aspects ; and recognizing the interdependence
of each on the other.

Encouraging Pupils and Their Parents
TO Obtain Needed Care

One part of school health services is designed to obtain informa-
tion about the health status of each pupil. Such information helps

National Education Association and American Association of School Ad-
ministrators, Educational Policies Commission. The Central Purpose of
American Education. Washington, D.C.: the Commission, 1961. p. 12.

° p. 15.
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a teacher gain understanding of his pupils and their ability to
progress in school undertakings. He will find that some are free
of defects or other health problems but that the learning ability of
others is decreased by such conditions as hearing impairment,
emotional disturbances, vision defects, allergies, orthopedic handi-
caps, or speech defects.

Modern teachers are interested in everything that influences the
lives of pupils. Gone is the day when they concerned themselves
exclusively with the facts that pupils memorized. Today they give
attention to the physical, mental, emotional, and .ocial development
of each pupil. Such interest generates concern for pupils in need
of medical or dental treatment.

Pupils and their parents are counseled regarding pupil health
problems and referred to sources of treatment. In most instances
this will be a private physician or dentist ; in some cases it will be a
community clinic, hospital, or other health agency.

Where necessary, school health personnel may help to focus the
attention of community leaders upon pupils' unmet health needs
and stimulate discussion of ways by which the community may use
facilities for care more effectively or provide more adequate facili-
ties. Included among the community leaders would be representa-
tives of the professional organizations of physicians and dentists
and of community health agencies.

Adapting Programs to Individual Needs
In every school the physical and mental capacities of pupils range

over a wide area. Physically, some will be strong, robust, and
energetic while others will be weak, anemic, and undernourished.
Some will have difficulty walking because of orthopedic defects;
others will have severe defects of vision and hearing. Mentally,
pupils will run the gamut from the gifted to the retarded. These
variations, identified by school health services and psychological
testing, may necessitate modification of school programs in order
that pupils may gain optimum benefits from education.

Modified programs may be of many different types, ranging from
special schools for the blind and rest periods for a pupil con-
valescent from prolonged sickness to provision of home instruction
for those unable to attend schou!. They will be based on pupils'
abilities rather than their disabilities and will consider physical,
emotional, social, and academic needs.

Pupils' participation in physical education and sports activities
needs to be adapted to their physical condition and capacities. Most
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pupils will not be restricted in their activities, but the condition of
some will require that they be limited to moderate or mild activities.
School health services provide the information necessary for intelli-
gent adaptation of physical education to pupils' health.

Maintaining a Healthful Environment
Some aspects of school health services are designed to minimize

the hazards of the school environment, to help children adjust to
new social situations, and to assure proper emergency attention if
sickness or injury should occur.

Coming to school for the first time is a major event in the lives
of all children. From the sheltered seclusion of their own homes
and neighborhoods they enter a building which houses a number
.of other children. For many, it is their fist experience in group
living outside the home. They become part of a system in which
competition and cooperation with others are important. The possi-
bility of the spread of communicable diseases is great unless proper
precautions are taken. Accident hazards are greater than in the
shelter of the home. Appropriate measures must be taken to
facilitate good social adjustment, prevent the spread of disease, and
minimize accidents.

Attention to environmental sanitation is a basic need in every
school. School buildings and the grounds around them should be
clean, neat, and attractive. Sanitary facilities should be of approved
design and maintained in good condition. The need to provide
pupils with a safe, wholesome, and sanitary environment, one that
is conducive to good health and good learning, is a fundamental
obligation of the school.

Increasing Pupils' Understandings About Health
School health services have great potential for increasing pupils'

knowledge and understanding related to health and health prob-
lems. The potential is realized as those engaged in providing
services recognize their responsibilities to further the health educa-
tion of pupils and keep this purpose in mind while carrying out
health service procedure.

During or following screening tests and medical examinations
pupils become informed of their health assets and liabilities; their
health needs are interpreted to them in specific and understandable
terms and improvement in health practices may be suggested.

Pupils' attitudes toward physicians, dentists, nurses, and other
health personnel are influenced by their experiences with these



AN OVERVIEW 11

individuals as health service acti7ities are conducted. The alert
teacher utilizes pupils' contacts with such persons to discuss the
role of professional perSonnel in health matters. Such discussions
and consideration of related topics prior to health services in
which health persOnnel are involved help to make these procedures
desirable educational experiences.

Health services vitalize health education by relating it to the
actual experiences of pupils. Every accident and every case of
sickness is z concern of school health services and provides unique
opportunities for health education. The teacher's actions and
comments as he weighs and measures pupils or participates in their
vision testing arouse curiosity concerning the relationship of these
activities to health and may initiate systematic study of numerous
health topics or problems.

Educational influences growing out of school health services may
radiate from the classroom into the homes of pupils and into the
entire community. Parents become concerned with the health of
children through interest aroused by school activities. Community
groups, too, may be led toward consideration of health matters
through interest generated by school proCedures.

VIEWS ON RELATIONSHIPS

School health services are not conducted in a vacuum; they are
carried. on in communities in which there are many individuals
and agencies with concern for the health of children and youth.
Fundamental to an intelligent concept of school health services is a
clear understanding of the relationsnips of school efforts to those
of parents, practicing physicians and dentists, departments of
public health, and other community agencies. Detailed discussion
of this important topic occurs in subsequent chapters. A brief
statement here, however, will help 1:o clarify the role of school
services and relate them to other community health efforts.

Schools and Parents
School health services, supplement, but are no substitute for, the

health care parents should provide for their children: Rather than
relieving parents of their responsibilities, these services are de-
signed to encourage parents to devote attention to child health, to
acquaint them with health problems of which they are unaware,
and to encourage them to utilize the services of their physician and
dentist and community health agencies.



12 SCHOOL HEALTH SERVICES

Schools and parents function as a team, both concerned with
protecting and promoting the health of children and youth. School
services recognize the primary responsibility of parents and guard-
ians to provide home conditions conducive to physical and mental
health, to secure needed medical and dental care, to encourage
desirable health practices, and to see that children are decently
clothed, adequately fed, and comfortably housed. Supplementing
parents' activities, the school aims to assure pupils in school the
same type of health supervision that loving and intelligent parents
give them at home.
Practicing Physicians and Dentists

Provision of medical and dental treatment is a function of
practitioners of medicine and dentistry not that of the school:
School services identify health problern6 ,...1(1 call parents' attention
to conditions requiring treatment. The parent then takes the pupil
to the family physician or dentist. Those unable to afford such
services are referred to community agencies designated to provide
treatment to the needy.

Effective school health procedures undoubtedly direct many
children who otherwise might not seek such services to the offices
of physicians and dentists. Many are referred for immunizations
and for diagnosis and treatment of suspected conditions observed
or screened by school personnel. In this way school health services
enhance the private prac*;ce of medicine and dentistry, There is
no competition between properly conducted school health services
and the services provided by private physicians and dentists.

Throughout the country many practicing physicians and dentists,
as individuals or as members of medical or dental societies, have
exerted leadership in the development of school health services,
often devoting considerable time and energy to attendance at meet-
ings and conferences dealing with school health problems. An in-
creasing number of medical societies have school health committees
and appoint representatives to school health councils.

Fundamentally, school health services are educational, super-
visory, protective, and preventive. In many ways they tend to
strengthen established physician-patient and dentist-patient rela-
tionships and to encourage the development of such relationships
where none have previously existed, A delineation of the health
responsibilities of schools and practitioners of medicine would
ascribe to the school the function of supervision of pupils during
school hours, counseling, and teaching, and to the practitioner those
of providing treatment and advancing medical care.
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Schools and Health Departments

Recent years have witnessed numerous instances of coordinated
efforts of schools and health departments to protect and improve
the health of children and youth. This has been particularly true
at the state level and has resulted in many school health service
guides and manuals being prepared and sponsored jointly by state
departments of education and health. Such coordination is also
desirable at the local level and has been achieved in many places.

Coordination of efforts requires joint planning and a determina-
tion to utilize fully all resources of the community. Schools,
naturally, can provide qualified leadership for achieving the educa-
tional goals of health services and for guiding teacher activities.
On the other hand, health departments can make available their
specialized personnel in epidemiology, maternal and child health,
sanitation,. nursing, health education, and other areas of public
health.

No single pattern can be set. The degree to. which one agency
or the other will assume primary responsibility for any health
activity depends on such factors as legislative provisions, tradi-
tional practice in the community, and personnel available. How-
ever, it is important to realize that
... although statutes, ordinances and regulations are necessary to define mini-
mum standards for school health and although legal enforcement must occasion-
ally follow violations in extreme cases, chief rellanCe for effective programs of
school health services.cannot rest merely on legal provisions and their enforce-
ment. The keynotes are cooperation, leadership, and the united will to exceed
all legally required minimum standards. Legal enforcement is necessary only
in cases where cooperation and leadership have failed. Such cases should be
and can be rare:

Coordination of school and health department activities is facili-
tated by mutual acceptance of the interest of each group in the
health of children and youth. School personnel need to recognize
that a health department is concerned with all matters affecting the
health of the community or any segment of. the community. Health
officials need to recognize that health activities are an integral part
of a school program. Both departments must recognize that a com-
plete program of school health services may involve physicians,
dentists, and nurses and also teachers, psychologists, social workers,

Council of Chief State School Officers and the Association of State and
Territorial Health Officers. Responsibilities of State Departments of Edncation
and Health for School Health Services. Revised edition. Washington, D. t:.:
the Council, 1959. p. 2.



14 SCHOOL HEALTH SERVICES

custodians, guidance counselors, bus drivers, and school lunch
directors.

Teamwork Is Needed

The many individuals and groups concerned with the health of
children and youth make teamwork necessary if the greatest possi-
ble results are to be achieved. School health services need to be
coordinated with the other parts of the school health program, with
the total school program, with the work of practicing physicidns
and dentists,- with the health efforts of parents, and with the total.
community health program. Obtaining and maintaining such co-
ordination, from the point of view of the school, is primarily an
administrative responsibility and will be considered more fully
in a later chapter. (See Chapter 15, "Administration of School
Health Services.")

Clearly defined and frequently used channels of communication
are a hallmark of well-conducted school health services. There
needs to be frequent communication between parents and school
personnel, between the school physician and practicing physicians,
and between the school and the health department.

The many parts of a complete program of school health services
contain tremendous potential for improVing the health of children
and youth. Organized to achieve specific purposes, and in a mariner
to supplement health care provided by parents and treatment pro-
vided by private practitioners, and aided by the services of health
department personnel, school health services perform unique func-
tions that are appropriate in the school situation. As such programs
are effectively conducted measurable progress toward a healthier
America will be made.

FC'i! edRTHER READING

AMERICAN ACADEMY OF PEDIATRICS. "Report of Committee on
School HealthSchool Health Policies." Pediatrics 24: 618-82;
October 1959.

AMERICAN ASSOCIATION FOR HEALTH, PHYSICAL EDUCATION, AND
RECREATION. Teamwork in School Health. Report of the National
Conference on Coordination of the School Health Program. Wash-
ington, D. C.: the Association, a department of the National
Education Association, 1962. 32 pp.
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AMERICAN MEDICAL ASSOCIATION, DEPARTMENT OF HEALTH EDUCA-
TION. Retort of 7th National Conference on Physicians and Schools
Chicago: the Association, 1959. 133 pp.
AMERICAN MEDICAL ASSOCIATION, DEPARTMENT OF HEALTH EDUCA-
TION. Survey Report of School Health Activities of State Medical
Associations 1961. Chicago : the Association, 1961. 35 pp.
COUNCIL OF CHIEF STATE SCHOOL OFFICERS AND ASSOCIATION OF
STATE AND TERRITORIAL HEALTH OFFICERS. Responsibilities of
State Departments of Education and Health for school Health
Services. Revised edition. Washington, D. C.: the Council, 1959.
52 pp.
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LEADING CAUSES OF DEATH
Ages 1 - 19 Years
1911 and 1962

1911

Cause of Death Rate
Death per 100,000

Ages 1 - 4
1,479.1ALL CAUSES

Communicable diseases of
childhood

Diphtheria
Pneumonia and influenza
Diarrhea and enteritis
Tuberculosis-all forms
Accidents- aft forms

ALL CAUSES
Communicable diseases of

childhood
Diphtheria

Accidents--all forms
Tuberculosis-all forms
Pneumonia and influenza
Organic diseases of heart

ALL CAUSES
Tuberculosis -all forms
Accidents--all forms
Organic diseases of heart
Communicable diseases of

childhood
Diphtheria

Typhoid Fever

ALL CAUSES
Tuberculosis -all forms
Accidents-all forms
Typhoid fever
Pneumonia and influenza
Organic diseases of heart

436.8
180.3
304.4
212.5

96.9
95.0

Ages

416.2

124.5
71 6
51 4
45.3
41.5
18.5

1962

Cause of Death Rate
Death per 100,000

ALL CAUSES
Accidents-all forms
Pneumonia and influenza
Cancer--all forms
Congenital malformations*
Diarrhea and enteritis

5 - 9
ALL CAUSES
Accir:ents-all forms
Cancer-all forms
Pneumonia and influenza
Cor genital malformations*
Dise;.1ses of heart

Ages 10 - 14
268.0

51.3
39.9
28.8

23.9
13.0
20.9

ALL CAUSES
Accidents-all forms
Cancer-all forms
Pneumonia and influenza
Congenital malformations*
Nephritis and nephrosis

Ages 15 -19

61.7
15.5
9.3
9.0
3.3
1.6

42.9
15.0
7.9
3.1
2.1
1.2

34.6
14.1
5.7
1.4
1.1
0.9

467.8 ALL CAUSES 63.3
180.8 Accidents -all forms 33.7
49.0 Cancer-all forms 6.8
31.8 Suicide 2.6
30.8 Diseases of heart 1.8
28.3 Congenital malformations .8

Industrial Policyholders Congenital malformations of
Metropolitan Life Insurance Company the circulatory system only.



Chapter

Some Health Problems
of Children and Youth

Since one purpose of school health services is to identify health
problems as they occur in 'pupils, and then to encourage pupils to
get the care they need, individuals concerned with school health
services need to be familiar with the health problems of children
and youth.

The health problems of young people are numerous and varied,
ranging from comparatively minor conditions like simple vision
defects correctable with glasses to such serious and major problems
as rheumatic heart disease and tuberculosis. Rather than attempt-
ing to describe or even list the multitude of diseases and defects
which may occur or exist, this chapter will present information
concerning a selected group of health problems. This group includes
diseases which are important causes of death, conditions that are
common causes of sickness or disability, and certain other problems
of particular interest to those dealing with school-age children.

A number of health problems are so important and so directly
related to school health services that they are discussed in separate
chapters. Such conditions include vision and hearing impairments
(Chapters 4 and 5), dental disease and defect (Chapter 8), and
mental health problems (Chapter 9).

IMPORTANT CAUSES OF DEATH

As judged by mortality statistics, children of school age are very
fortunate; the death rate for ci.ose of school age is less than that of
younger or older age groups. When deaths do occur they frequently
are a result of accidents, malignant neoplasms, or disease of the
heart.

AccidentsThe Leading Cause of Death
Progress always means change, and progress in medicine has

sharply changed the relative importance to children and youth of
many health prcblcms. Communicable diseases, which took the

17

?tropolitan Life Insurance Company
w York City
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TABLE 1 THE FIVE LEADING CAUSES OF DEATH AT VARIOUS
AGES, United States, 1960

Cause Death Rate per 100.000

Ages 5-9

All causes
1. Accidents
2. Malignant neoplasms
3. Congenital malformations
4. Influenza and pneumonia
5. Cardiovascularrenal

49.0
19.7

7.4
4.2
3.2
2.1

Ages 10-14

All causes
1. Accidents
2. Malignant neoplasms
3. Cardiovascular-renal
4. Congenital malformations
5. Influenza and pneumonia

44.0
18.8
6.1
3.2
3.0
2.0

Ages 15-19

All causes
1. Accidents
2. Malignant neoplasms
1. Cardiovascularrenal
4. Homicide
5. Suicide

92.2
50.7

7.7
6.2
4.0
3.6

Source:
U.S. D?..partment of Health, Education, and Welfare, Public Health Service,

National Vital Statistics DiviFion.' Vital Statistics of the United States, 1960.

heaviest toll of young lives in the early years of the twentiet0
century, are now near the bottom of the list of causes of death.
Accidents head the list. Among children and young adults, accidents
far outnumber all other causes of death. (See Table 1.)

Each year accidents take the lives of from 6,000 to 7,000 children
between the ages of 5 and 14 years. Fatal accidents account for
two-fifths of all deaths in this age range. Accidents which are
nonfatal are much more numerous than fatal ones and are an
important cause of disfigurement and disability.

In 1961, the death rate from accidents among children ir. the
United States at ages 5 to 14 years was 25.3 per 100,000 for boys
and 10.7 per 100,000 for girls. (See Table 2.) Within this period
of life the death rate increases for boys but decreases for girls.
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TABLE 2 DEATHS AND DEATH RATES FOR ACCIDENTS BY AGE
AND SEX, United States, 1961

5-14 Years 5-9 Years 10-14 Years

Total Male Female Total Male Female Total Male Female

Number

Rate

6,717

18.1

4,760

25.3

1,957

10.7

3,468

18.1

2,256

23.1

1,212

12.9

3,249

18.2

2,504

27.6

745

8.5

Source:
U.S. Department of Health, Education, and Welfare, Public Health Service,

National Vital Statistics Division. Vital Statistics of the United States, 1961.
Vol. II.

Thus the death rate for boys at ages 5 to 9 years (23.1 per 100,000)
is nearly twice that for girls (12.9) at the same ages. The rate for
boys rises to 27.6 per 100,000 at ages 10 to 14 years, when it is over
three times that for girls (8.5). In the high school and college-age
group, 15 years to 24 years, accidents, particularly motor vehicle
accidents, take an even higher toll.

Types and places of accidents. Motor vehicle fatalities account
for two-fifths of accidental deaths at school ages. (See Table 3.)
At ages 5 to 9 years, three of every five motor vehicle deaths are
the result of children being run over or hit as they play on or cross
streets, highways, and driveways. At ages 10 to 14 years, only
one-fourth of the motor vehicle fatalities are among pedestrians.
At these ages, deaths of bicyclists in collision with motor vehicles
are at their peak.

The home is the place of occurrence in 18 percent of the fatal
accidents among boys and 31 percent of such accidents among girls
of school age. These proportions tend to decrease as children grow
older.

A substantial number of fatal accidents among school-age chil-
dren occur in recreational and other outdoor places, about 24 percent
for boys and approximately 11 percent for girls. The relative fre-
quency of accidents in such places rises as children grow older and
play more away from home. Only 1 percent of the fatal injuries
sustained on streets or highways by children at ages 5 to 14 years
do not involve a motor vehicle.

One-fifth of accidental deaths among children 5 to 14 years
old are due to drowning. Boys are the more frequent victims, with
the death rate from drowning for boys four times that for girls.
In this age group drownings increase in relative importance among
both sexes with age. Not only do the older children participate more
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TABLE 3 MORTALITY FROM ACCIDENTS AMONG SCHOOL-AGE
CHILDREN ACCORDING TO'PLACE AND TYPE OF
ACCIDENT, United States, 1959

Place and Type

of Accident

Ages 5-14 Ages 5-9 Ages 10-14

Total Boys Girls Total Boys Girls Total Boys Girls

Annual Number

Number of deaths 6,511 4,644 1,867 3,402 2,232 1,170 3,109 2,412 697

Death rate per 100,000 18.5 25.9 10.9 18.2 23.4 12.8 18.9 28.7 8.7

Percent Distribution by Place of Accident

All places 100 100 100 100 100 100 100 100 100

Transport 47 45 51 49 49 49 44 41 53

Motor vehicle 42 40 47 46 45 46 38 35 47

Nontransport 53 54 49 50 50 50 56 58 46

Home 22 18 31 25 20 36 18 17 23

Farm 5 7 2 3 4 2 7 9 2

Street and highway 1 1 1 1 1 1

Other specified (inc.
recreation) 21 24 11 17 22 9 25 27 16

Unspecified 1 1 1 1 1 1

Percent Distribution by Type of Accident

All types 100 100 100 100 100 100 100 100 100

Motor vehicletotal 42 40 47 46 45 46 33 35 47

Pedestrian 19 18 20 27 28 26 9 9 10

Other road vehicle 23 22 27 18 17 20 29 26 37

Railroad 1 1 1 1 1 1 1

Water transportation 2 3 2 2 2 1
.

3 3 2

Drowning (exc. water
transportation) 18 22 10 17 21 9 20 22 13

Fire and explosion 12 7 23 16 9 27 7 4 17

Firearm 7 9 3 4 4 3 10 12 3

Falls 3 3 3 3 3 3 3 .3 3

From one level to
another 2 2 2 2 2 2 2 2 1

Machinery 2 3 1 1 2 3 3 1

Blow from falling object 1 1 1 1 2 1 1 1 1

Electric current 1 1 1 1 1 1

Other and unspecified 11 11 10 9 9 9 13 13 12

Source:
U.S. Department of Health, Education, and Welfare, Public Health Service,

National Office of Vital Statistics. Vital Statistics of the United States, 1959.
Washington, D. C.: Government Printing Office, 1959.

° Less than 0.5.
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TABLE 4 I ACCIDENTAL DEATHS DIRECTLY DUE TO FOOTBALL
United States, 1957-1.961

1957 1958 1959 1960 1961 TOTAL

College--Number 0 0 3 1 6 10
Rate* 0 0 4.56 1.53 9.23

High SchoolNumber 13 n 7 11 10 52
Rate* 2.27 1.78 1.13 1.78 1.62

Professional and Semipro 1 0 2 1 0 4
Sandlot 2 6 6 1 4 19
Total Number 16 17 18 14 20 85

Source:
American Football Coaches Association, Committee on Injuries and Fatali-

ties, (Dr. Floyd R. Eastwood, Chairman).
Rate per 100,000 estimated exposures (616,000 high school players and

65,690 college players)

often in swimming, boating, and other water sports, but they are
also increasingly permitted to do so on their own.

Fires and explosions account for one-tenth of the tot...l number
of accidental deaths among children at ages 5 to 14 years. Among
girls at ages 5 to 9 years this cause ranks second only to motor
vehicle accidents. A considerable number of casualties are due to
firearm accidents, particularly among older school-age boys. Thus,
at ages 10 to 14 years, 12 percent of fatal accidents among boys
result from the careless use of firearms. Although falls are an
important cause of nonfatal injury among children, they account
for only 3 percent of the fatal injuries.

The toll of accidental deaths also includes a wide variety of other
types of mishaps, such as those involving machinery, falling objects,
electric current, and railroad trains, as Table 3 shows.

Accidents in sports. Of particular interest to school personnel are
injuries in competitive sports. Injuries are quite common and
deaths sometimes occur. Complete figures are not available for
all types of activities.

Football was directly responsible for 85 deaths in the United
States during the five-year period 1957-61, according to data issued
by the American Football Coaches Association. Table 4 shows the
distribution of these deaths by years and level of participation.
Tackling, being tackled, and blocking were responsible for more
than one-half of the fatalities directly connected with the game.

Fifty-two of the 85 deaths directly associated with football were
among high school players, The annual rate of fatal injury averaged
about 1.7 per 100,000 for the students playing high school football,
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who number about 616,000. Among the 66,000 players who partici-
pated in college football, the average annual rate was 3..1 per
100,000, but in 1961 the rate was 9.23. A?)proximately four deaths
a year occur among sandlot players, and an average of one a year
among professional or semiprofessional football players. However,
no data are available on the size of these groups exposed to risk.

T'.e hazard of fatal injury in baseball is relatively small. In the
p:ofessional major leagues, which include more than 400 players,
there has not been a fatal injury since 1920. In the past five years,
relatively fe.:- fatalities have occurred in amateur baseball, although
more than 2 million boys participate in the sport annually as mem-
bers of scholastic teams, the Little League, American Legion, Junior
League, and similar organizations. The few fatal injuries which
did occur were a result of various mishaps: several players were
hit on the head with a ball while batting or running bases; one
player was killed when his head hit the base as he was sliding
"home"; another was struck on the head with a batted ball durieg
practice when playing as an infielder.

Occasional fatalities also occur in other competitive sports, such
as basketball, skiing, skating, and ice hockey, but there are no
reliable figures either on injuries or death6.

A publication of the National Safety Council,' Accident Facts,
reports the experience of Michigan State University in student
injuries in physical education and intramural activities. This in-
formation is presented in Table 5.

The location and type of 70,512 school jurisdictional accidents
and 1,721 nonschool jurisdictional accidents are also reported in
Accident Facts.- The data are based on an average enrollment of
3,629,000 pupils. Items relating to various sports are shown in
Table 6 (page 24), a portion of a more extensive table included in
the report.

The incidence and severity of injuries sustained in competitive
sports can be decreased by players using proper equipment, by good
instruction and supervision, and by adequate health examinations
of athletes. Prompt medical attention will reduce disabilities pro-
duced by injuries and sometimes prevent death. Sports authorities
have recently instituted a number of safety precautions in both
amateur and professional sports. Although these measures have
borne fruit, competitive sports can be made even safer than they
are now.

' National Safety Council. Accident Facts. Chicago: Published annually.
Accident Facts, 1961 edition. p. 92.
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TABLE. 5 STUDENT INJURIES IN PHYSICAL EDUCATION AND
INTRAMURAL ACTIVITIES

Physical Education Program Intramural Activities

Number
of

Injuries*
Injury
Ratet

Number
of

Injuries**
Injury
Ratet

All Activities 286 6.0 All Activities 344 7.2
Wrestling - 49 26.0. Ice hockey 33 24.5
Doubles tumbling 11 22.3 Wrestling 5 15.9
Boxing 37 18.9 Touch football 143 13.4
Paddleball & squash 24 15.3 Basketball 97 11.8
Apparatus stunts 8 11.7 Boxing 1 9.7
Individual tumbling 8 10.1 Swimming 6 8.6
Handball 34 9.9 Fencing 2 5.3
Ice skating & hockey 13 9.1 Gymnastics 1 5.1
Soccer 3 7.7 Softball 46 4.8
Weight lifting, etc. 4 6.5 Volleyball 7 2.6

Source:
National Safety Council. Accident Facts. 1961 edition. Chicago: the Council,

1961. p. 90.
t Injuries per 1,000 participants
* 1955-1960 ** 1956-1960

Working for solutions. The causes and the methods of controlling
accidents have been receiving increased attention from an ever
widening number of groups. Medical and allied professions, safety
organizations, schools, police and fire departments, statisticians,
manufacturing interests, national and local governmental agencies,
and many voluntary associations are pooling, their experience and
research in an attempt to solve what has become the nation's num-
ber one public health problem in childhood and in young adulthood.
The problem is complex with many variables. Types of accidents
vary with age, sex, socioeconomic conditions, geography, .season,
and even the time of day. Emotional factors contributing to acci-
dents are the subject of a number of intensive studies.

"Treatment" consists of all groups and interests applying the
knowledge now available, while promoting research designed to
provide further information.

MalignanciesAnorner Important Cause of Death
Malignancies are the second largest cause of death among chil-

dren, claiming more lives between the ages of 5 and 19 than any
other disease. The malignancies have gained in relative importance
as a cause of death in childhood as communicable, diseases have
increasingly been brought under control. Of greater consequence
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is the increase in the actual cancer toll, which has resulted from the
long-term upward trend in the mortality rate from the disease and
the rapid growth of the child population. Currently, about 4,500
cancer deaths occur annually at ages under 15, or nearly 50 percent
more than a decade ago.

The death rate from cancer in childhood is highest at the pre-
school ages, rising gradually from infancy to a peak between ages
3 and 4. During the school ages, however, the mortality decreases.
Thus, in 1957-59 the cancer death rate among white males rose
from 7.8 per 100,000 under age 1 to 12.5 at ages ) to 4, and then
fell steadily to 7.0 per 100,000 at 10 to 14 years. At each of the
childhood age groups the rate among boys exceeded that among
girls. These excesses ranged from 8 percent at under 1 year of
age to 30 percent at ages 5 to 9.3

Leukemia is the most common form of cancer in childhood; it is
responsible for nearly half the total death toll from malignancy
under age 15. The leukemia death rate is at a peak in the age group
1 to 4 and decreases during the school ages.

Cancers in children are treated by means of x-ray or radioactive
substances, surgery, and various chemicals. Chemotherapy appears
to offer great promise in the management of common childhood
cancers. Some of the chemicals developed to date have been helpful
in alleviating symptom-4 and prolonging the lives of children with
leukemia. A large and r:14nsive research program has been organ-
ized to discover or develop chemicals which will destroy cancer cells
without harming normal cells. At the same time, fundamental
research goes on at an accelerated pace to find the cause of cancer.
The outlook for progress in the control of cancer in children is
increasingly hopeful, but the battle is far from won.

Heart Disease in Children and Youth
Cardiovascular-renal disease is among the five leading causes of

death among children from agF 5 to 19. (See Table 1.) A large
proportion of deaths included in this category are those due to heart
disease. In young children such deaths are most often the result of
congenital heart disease; in older children they often are a result
of rheumatic heart disease.

Congenital heart disease. An abnormality in the development
of the heart or great blood vessels before birth results in congenital

' Source:
National Vital Statistics Division, National Center for Health Statistics,

Public Health Service.
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cardiac defects. Such defects vary widely in severity. Some are so
slight that they hardly affect a child's life and activities at all.
Others are severe enough to cause death in infancy or childhood.
In some, evidence of heart strain develops only as the child grows
older.

Surgical correction of certain kinds of congenital defects has
made and is making great advances. Depending on the degree and
type of defect, some children can be completely "cured." In others,
heart function can be improved sufficiently for reasonably normal
living. Not every child, however, can be helped at present.

Rheumatic heart disease. Rheumatic fever is a major cause of
heart disease in children. The cause. of this generalized inflamma-
tory disease has not yet been demonstrated, but it is known that an
attack is triggered in susceptible children by a streptococcal infec-
tion, usually a strep sore throat. Rheuinatic fever may show itself
in sore, swollen joints with fever (polyarthritis) ; as chorea (often
called St. Vitus' Dance); as an acute inflammation of the heart
muscle itself (carditis); or as indefinite complaints common to
many other diseases. Children between the ages of 6 and 10.are
most likely to have first attacks, although the disease may occur
at any age. The chief characteristic of rheumatic fever is its
tendency to recur, with increased danger of heart damage with
each recurrence.

Rheumatic fever and its resultant heart damage have become
much less frequent since the sulfa drugs and antibiotics have made
it possible to clear up and prevent recurrent streptococcal infections.
Children with rheumatic fever should have close, regular medical
supervision, but otherwise should be encouraged to be normally
active within their limitations, if any. There seems to be a familial
pattern in rheumatic fever, and the brothers and sisters of a child
who has had an attack should also be under medical supervision
and protected from streptococcal infections.

Recurrences of rheumatic fever have been greatly decreased
through the use of the sulfonamides and penicillin. Routine use
of one of these medications in susceptible children reduces the re-
currence of rheumatic fever. Ordinarily children Who have had
diagnosed rheumatic fever are kept under prophylactic treatment
by their physician until they are at least 18 years old.

Throat cultures may be used as an aid to the physician in locating
both mild and severe streptococcal infections. At times health
authorities 'may arrange for cultures to be taken from the throats
of all the children in a designated group. Those whose cultures are
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positive for certain types of streptococci may then be referred for
appropriate treatment. This procedure is gaining increased accept-
ance as a screening device.

OTHER CAUSES OF SICKNESS AND DBABILITY
The health problems included in the following section were selected

for different reasons. Upper respiratory tract infections cause nu-
merous and frequent absences from school. Tuberculosis, a serious
chronic disease, remains an important health problem despite grati-
fying progress in combating it. Allergies of various types affect
large numbers of young people and cause tremendous amounts of
discomfort. Seizures of various types and degrees sometimes alarm
teachers who are unfamiliar with their nature and causes. Nutri-
tional problems, while less common than formerly, occur in all
sections of the country and include obesity and undernourishment.
These are all health problems about which school personnel should
be informed.

Upper Respiratory Tract Infections
Upper respiratory tract infections (infections involving the nose,

throat, and larynx) include colds, tonsillitis, and laryngitis and are
the most common cause of illness among children and youth. The
National Health Survey of the Public Health Service collected data
on child health problems for several year and reported that in
1959-60 children between 6 and 16 years of age lost 5.3 days from
school, on the average, a sharp drop from the 1957-58 influenza
year figure of 8.4 and a slight drop from the 1958-59 figure of 5.8.
(See Table 7.) Respiratory diseases are by far the most common

cause of school absence.
Many respiratory tract infections, now as in the past, involve the

tonsils and adenoids. In 1945 tonsillectomies and adenectomies
were described as the most frequent surgical procedures in the
United States, with nearly 2 million such operations performed
annually. However, the use of new drugs with certain types of
respiratory infections has greatly reduced the necessity for tonsil
and adenoid removal. Today physicians control infections in these
organs with chemotherapy and other recently developed methods
of prevention and treatment and resort to surgery only if other
methods of treatment fail. The control of serious respiratory infec-
tions has resulted in a decrease in middle ear disease and mastoiditis.

Unfortunately, there are no specific immunizations that will
reliably prevent colds, although research aimed at this goal is being



TABLE 71 PUPIL ABSENCES FROM SCHOOL

Days Lost from School

1958 1959 1960

0 1 2 3 4 6 7 8

Both sexes Males Females

Age 1957-58 1958-59 1959-60 1957-58 1956-59 1959-60 1957-58 1958-59 1959-60

school-loss days per child'

Ages 6-16 8.4 5.8 5.3 8.0 5.8 4.9 8.9 5.8 5.6

6-14 8.6 6.1 55 82 a ^ 5.2 9.0 6.1 5.9

15-16 7.4 3.9 3.9 6.9 3.5 7.9 4.4 4.3

Source: U. S. Department of Health, Education, and Welfare, Public Health Service. Health Statistics, Series
B, No. 10, Disability Days, United States, July 1957-June 1958. All statistics from the U. S. National Health
Survey, authorized by Congress in 1956, are based on a coMinuing sample of the civilian noninstitutional popula-
tion nsiding in the United States. Since FY 1958 the number of households covered in interviews increased
from 36,00e to 38,000, and the number of persons included in the households increased from 115,000 to 125,000.
Each statistic is adjusted by two stages of ratio estimation to official Bureau of the Censes population figures
to make the sample estimate closely representative of the population by age, sex, color, and residence, and
to reduce sampling variance. 2A school-loss day is defined as an entire day lost from school due to illness or
injury. School-loss days are tabulated for all children in the age group 6.16. 2A work-loss day is defined as
an entire day lost from work due to illness or injury. This new series, beginning July 1, 10591 includes only
days lost from work by persons 17 years of age or over "currently employed' (working or had a job or business
during the two previous weeks).
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conducted. Colds are knOwn to be caused by many different kinds
of viruses, a fact that makes difficult the preparation of an effective
vacci.ie.

At present the best preventive procedure is avoidance of close
contact with those who have colds. Personal habits of cleanliness
help, including keeping the hands clean and keeping them away
from the nose and mouth. Those who have colds should avoid
spreading germs to others by covering the mouth and nose with
disposable tissue when coughing or sneezing.

TuberculosisStill a Menace
Still a serious menace in the world, tuberculosis remains a poten-

tial threat even in the United States. The National Tuberculosis
Association estimates that some 35 million Americans are infected
and that within the next five years a quarter of a million persons
in the United States will develop active tuberculosis. Older people,
amotiv whom the largest number of cases are now being found,
can infect others with whom they come in contact. An example
cited is the case of a school bus driver with unsuspected active
tuberculosis. Of 266 children exposed, 85 were infected before his
active state was discovered. The Association recommends, there-
fore, that regardless of known contacts, all children and young
adults should have a regular tuberculin test and if the test is posi-
tive, an annual x-ray.

New drugs, especially isoniazid, often combined with para-
aminosalicylic acid or with streptomycin, are now used successfully
in treating tuberculosis. But some types are still resistant to treat-
ment, and the search for a specific preventive continues. The
vaccine BCG (bacillus Calmette-Guerin), discovered 50 years ago,
gives some protection but is of no use to those already infected.
In this country it is used primarily to protect special groups
physicians, nurses, employees in hospitals, prison inmates and
workers, and children living in areas having a high incidence of
tuberculosis.

Al/eigies in Children
Undue sensitivity to a substance constitutes an allergic condition.

The response to this condition takes many forms, including hay
fever and bronchial asthma. The allergies which result in these
responses belong to the type which seems to run in families, appar-
ently an inherited sensitivity. Allergy is known to be the result of
an imbalance of histamine and antihistamine, with a preponderance
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of histamine. But why some individuals react violently to sub-
stances which have no effect on most other people is not yet under-
stood. In that sense, we do not know the cause of allergic reactions.

Treatment, however, both palliative and preventive, is now avail-
able for a majority of sufferers. A large number of drugs (e.g., anti-
histamines) relieve many of the distressing symptoms resulting
from allergies and in children may eventually lead to a permanent
nonallergic state. On the other hand, if an allergic condition in a
child is allowed to continue, the allergy will eventually become a
permanent state. In such instances the child goes into adult life
with a chronic allergic disease. For this reason the control of aller-
gies in childhood is of primary importance.

Permanent care of any allergic condition is facilitated by identi-
fication of the offending irritant or allergen. In the case of common
foods, the solution is to avoid eating them. In the case of hay fever
or other respiratory allergies, resistance can sometimes be built up
by immunization procedures. Prompt diagnosis and early treat-
ment not only make a big difference in a child's comfort and well-
being but also help to prevent complications which may be difficult
to cure and which may later on seriously interfere with health,
growth, and personality development.

Epilepsy
Epileptic seizures, mild or severe, are not uncommon. Estimates

indicate that about 200,000 people in the United States are affected
by them.

The exact cause of the brain cell damage which results in various
forms of seizures is not known, although there is reason to believe
that a predisposition to attacks is inherited in about 6 percent of
cases. In about three-quarters of cases symptoms begin before age
12. Other influences besides predisposition which may precipitate
seizures are brain damage from injury before or during birth, in-
fections .or disease elsewhere in the body, and severe head injury.
Emotional tension or shcck is also known to precipitate attacks.
In many instances no causative factor or factors can be found
(idiopathic epilepsy).

Seizures may or may not be accompanied by loss of consciousness.
In the form known as "petit mal," or minor seizures, interruptions
of consciousness may last from a fraction of a second to several
seconds. They may occur many times a day or only when some
stress is present. Such seizures may be overlooked because a child
suffering from petit mal may just blink a few times or look blank
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for a moment before continuing his activities. Not knowing what
was said or done during his blackout, the child may seem inatten-
tive, disobedient, or stupid.

The form of seizure called "grand mal," characterized by Um-
vulsions as well as loss of consciousness, often is preceded by an
"aura" which warns of its approach. The aura may consist of
dizziness, apprehension, and audible intake of air, or just a queer
feeling.

Grand mai or major seizures usually are of short duration, rarely
lasting more than 5 or 10 minutes and frequently much less. There
is no special first aid other than preventing the individual from
hurting himself by falling or knocking against hard objects. How-
ever, when the individual regains consciousness he should be allowed
to sleep. He may sleep heavily for an hour or two.
. A number of other manifestations of epilepsy take bizarre forms
and may be difficult to recognize. There may be repeated tantrums,
irrational acts, nodding spasms, chewing and sucking movements,
or twitching of a hand or foot. The classroom teacher can often
be of great help in the solution of some of these obscure problems.

A number of drugs are used to control seizures, and therapy is
constantly being improved. Many individuals become completely
free of seizures under treatment, and in other instances' seizures
are reduced in severity and frequency.

Pupils with seizures who are free of other physical or mental
handicaps can usually attend regular clasSes and participate in
most school activities. They need to be carefully supervised if they
participate in swimming classeS and need to be warned to avoid
climbing ropes or other apparatus.

NiAritional Problems
A well-known pediatrician has estimated that as many as 15

percent of Americar children may be dangerously overweight, and
that four out of five 'f this group will grow up to be overweight
adults.

Much obesity has its origin in faulty habits started in childhood.
In one follow-up study extending over a period of 21 years,:of 50
girls who were 20 percent or more overweight when 10. to 14. years
of age, 40 were still obese as adults. Average-weight contemporary
controls showed only 9 overweight 20 years later.

Many factors may contribute to obesity. An inherited tendency
to stoutness must be recognized, but eating practices and exercise
habits often play important roles. Only 10 percent of children from
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average-weight families become fat. In families with one over-
weight parent, 50 percent of the children are likely to grow into
fat adults. Among children with two obese parents, 80 percent will
be too heavy. Some cases of obesity which occur between 9 and 12
years of age can be classified as preadolescent physiologic obesity.
This obesity may appear with the growth spurt of early adolescence.

Emotional disturbances are a common cause of obesity in chil-
dren. Some parents, especially mothers, interpret overfeeding as
a sign of affection. Others may be compensating for guilt feelings
of rejection. Children themselves often associate food with comfort
and may turn to overeating when unhappy or upset.

Inactivity may be as important as overeating in the development
of obesity.* Often children tending toward overweight compound
their problem by shunning exercise.

Undernourishment in children results from numerous and varied
causes. Sometimes a family lacks the quantity or quality of food
necessary to keep children well nourished. Such instances should
be brought to the attention of social and welfare agencies so that
needed foods may be provided.

In other cases food is available but boys and girls do not select
those foods necessary for good nutrition. Education is the means
for correcting undesirable food practiceseducation of both pupils
and their parents.

Of particular importance is the unnecessary and undesirable
dieting by many teen-age girls due to peer-group pressures based
on ignorance concerning nutritional needs and false standards of
what constitutes an attractive figure. They need to learn that good
health and good nutrition are necessary foundations for a pleasing
appearance and full living.

Modification of dietary practices cannot be accomplished over-
night. Continued and sustained efforts are required, including
skillful health education starting in the early school years.

Two Teen-Age Problems
Special attention is called to two problems of teen-agers and

young adults which urgently need increased attention. They are
problems with which schools are and should be concerned but with
which many other individuals and groups have ,-esponsibilities.
Neither problem can be solved easily.

' Johnson, M. D.; Burke, S. B.; and Mayer, J. "Relative Importance of
Inactivity and Overeating in Energy Balan'e of Obese High School Girls."
American Journal of Clinical Nutrition 4: 37; 1956.
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TABLE 8 I REPORTED CASES OF VENEREAL DISEASE BY AGE
GROUP, United States, 1956-1960

33

Age
Group 1956 1957 1958 1959 1960

Percent
Increase

1956-1960

Primary and Secondary Syphilis

0-9 11 33 23 39 20 +81.8
10-14 75 80 90 90 139 +85.3
15-19 1,093 1,192 1,228 1,620 2,577 +135.8
0-19 1,179 1,305 1,341 1,749 2,736 +132.1
All ages 6,399 6,581 7,134 9,798 16,144 +152.3

Gonorrhea

0-9 1,222 1,628 1,164 1,325 1,619 +32,5
10-14 2,425 2,363 2,706 2,601 3,261 +34.5
15-19 44,264 45,705 48,723 50,088 53,649 +21.2
0-19 47,911 47,696 52,593 54,014 58,529 +22.2
All ages 224,687 214.872 232,818 240,265 258,933 +15.2

Source:
U.S. Department of Health, Education, and Welfare, Public Health Service.

The Eradication of Syphilis, A Task Force Report to the Surgeon General.
Washington, D. C.: Government Printing Office, 1962.

Venereal disease, Of serious social, educational, and medical im-
port is the recent increase in venereal disease among adolescents
in the United States. The American Social Health Association cites
a rise among teen-agers of 130 percent in reported cases from 1956-
1960. Public Health Service statistics for both syphilis and gonor-
rhea are shown in Table 8.

There is no single cause for these disturbing increases. Factors
can be found in the false security offered by effective medical
therapy; in the changing social climate and present-day attitude
toward sex; in the "sex sell" aimed by advertisers at the present 17
million teen-ager market, estimated to have over $9 billion to spend;
in the changing role of the prostitute in our society and the increase
in "amateur" promiscuity ; in the widespread lack of forthright,
wholesome education on sex and the venerrs1 disease problem in
homes, schools, churches, and community agencies.

Solutions to venereal disease problems depend in part on more
effective case finding through routine blood tests and investigation
of each case to determine the source of infection and all subsequent
contacts.
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Education needs to be increased. Seminars, conferences, work-
shops, and training courses are needed to brief physicians, nurses,
teachers, social workers, and other professional persons concerning
the problem and current control activities.

Community leaders need to look into and correct legal or other
impediments to effective education on venereal disease in schools
and by the community's youth agencies. V.D. must be recognized
for what it isa serious symptom of family and community failure
to control a problem which, unlike some others, we have the knowl-
edge and means to wipe out.

Teen-age pregnancies. Births out of wedlock are hardly new.
But when the rate of such births among teen-age girls. more than
doubles within a 20-year period, the problem requires attention
from all community agencies. Like venereal disease, the problem is
a symptom of serious social ills. The Public Health Service reports
that out of 209,000 illegitimate children born in 1958 two out of
five were to mothers under 20 years of age. Although no figures are
available for the exact number of unmarried girls who drop out of
high school or college because of pregnancy, educators are justifi-
ably concerned at the increasing incidence.

All the causes contributing to teen-age pregnancies out of wedlock
are not known, but studies make it clear that the unmarried mother
belongs to no one group. She may come from a rich, middle class,
or poor family; she may be educated or uneducated; intelligent or
dull. Faulty child-parent relationships frequently enter the picture.
The family in which children can find love, understanding, and
acceptance is less likely to be faced with the problem.

Crowded living conditions and poor housing undoubtedly con-
tribute to illegitimacy. Inadequate food, clothing, and money for
simple essentials place a strain on the whole family. Lack of good
recreational fac:'ities, inadequate supervision of children of work-
ing mothers, and neighborhood racial tensions are all contributing
factors. Adolescents who participated in the 1960 White House
Conference on Children and Youth expressed some concern also
about some of today's books, magazines, and radio and television
programs.

The immediate solution of the problem calls again for community
services and action based op the concept of the intrinsic worth of
both the mother and the child. Following two studies of unmarried
mothers in New York City, the Council of Greater New York in-
cluded among other recommendations the following specific sugges-
tions for schools:
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1. The broadening of family life education courses in junior and
senior high schools and the provision of neighborhood parent
education courses as possible channels for impressing on young
girls and their parents the importance of seeking early medical
care during pregnancy.

2. Assumption of school personnel of more responsibility for
counseling pregnant girls and referring them to appropriate
services and the modification of school policies in regard to
expulsion in order to break down the girl's fear of telling the
school counselor about her pregnancy.

In its 1963 meeting, the Joint Committee on Health Problems in
Education of the NEA-AMA passed a resolution urging local com-
munities to devise a plan through which unwed mothers could
further their education. Too often these girls do not complete their
education and too often join the ranks of the unemployed because
they are unskilled.

Education is one means of helping to prevent pregnancies among
unmarried teen-agers. Young adolescents need information and
counseling concerning the sex aspects of life. Consideration needs
to be given to the religious, social, and legal aspects of marriage;
the responsibilities of families for the care of children; and similar
topics. Such education should be conducted in a manner to en-
courage desirable attitudes and behavior. It can best be accom-
plished through cooperative efforts of parents, schools, churches,
and youth-serving organizations.'

No single group or agency can deal with teen-age pregnancies or
any of the other problems outlined in this chapter. More and more
emphasis must be on seeking the causes and finding means to pre-
vent the problems. When problems do occur programs to cope with
them will require coordinated efforts by schools, health departments,
voluntary health agencies, parent groups, and professional organiza-
tions. The services of all these groups are essential if children and
youth are to be helped to meet a future more unknown than that
any past generation has faced.

`Booklets in the "Sex Education Series" prepared under the direction of the
Joint Committee on Health Problems in Education of the National Education
Association and American Medical Association are useful aids in an education
program. The titles of the booklets are 1) Parents' Responsibility, 2) A Story
About You, 3) Finding Yourself, 4) Approaching Adulthood, and 5) Facts
Aren't Enough. Copies are available from the National Education Association,
1201 16th St., N.W., Washington, D.C., or the American Medical Association,
535 N. Dearborn St., Chicago, Illinois.
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Chapter

Appraising Pupil Health

In every school throughout the country the health of pupils is
appraised in one manner or another every day of the year. Reports
of casual and informal appraisal are revealed by such teacher state-
ments as, "Fred is a fine, robust boy" or, "I wonder what is wrong
with Mary. She looks tired all the time." Although such limited
judgments of health have value, they are only a small part of a
total health appraisal program.

Usually the term health appraisal is limited to systematic efforts
that evaluate pupil health through use of (a) teacher observations,
(b) screening tests, (c) health histories, and (d) medical and dental
examinations. In some instances these procedures will be supple-
mented by psychological tests and examinations.

Certain procedures to evaluate health are reqUired by law in some
states. For example, state statutes may require that pupils' vision
or hearing be tested annually or that medical examinations be re-
quired periodically. Although legal provisions must be met, they
usually embody only minimum requirements. A better program
results from local action based on locally determined needs and
resources. Such programs can best be developed through the coop-
erative efforts of those directly involved.

Members of a group formulating a program to appraise pupil
health are likely to have different views concerning its purposes.
One may think it is concerned primarily with physical health; an-
other that its greatest value is in relation to emotional health. The
classroom teacher may consider that the program is designed to
help him learn the health assets and liabilities of his pupils, whereas
the physical educator considers it a means for determining pupil
fitness to engage in various physical activities, and the health edu-
cator as a means of providing a valual-1,3 educational experience.
The physician and dentist will rightfully focus their attention on the
diagnostic aspects of Lppraisal procedures, while the principal may
be concerned primarily with their contributions to pupil education.
Actually, appraisal procedures are multipurpose in nature; they
satisfy a variety of needs.

39
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The objectives of health appraisal were discussed by representa-
tives of education, medicine, and public health at the Third National
Conference on Physicians and Schools. The group agreed that
evaluation of pupil health should be designed:
(a) to serve the purposes of all good education by contributing to the maximum
effectiveness of the child as an individual and a member of the community;
(b) to assure the child's maximum fitness to receive an education; (c) to
inform school personnel, parents, and the child regarding his health status,
including the existence of impairments in need of medical, psychological,
dental and social services; (d) to suggest adjustments in the school environ-
ment or instructional program, based on individual needs; and (e) to serve as
a learning experience for children, teachers, and parents which will be basic
to lifelong programs oi healthful living.'

In addition to utilizing various procedures for appraising pupil
health, school health personnel need to give attention to two related
matters. One has to do with the development and use of cumulative
health records and the other with gaining the greatest possible edu-
cational value from appraisal activities. These will be discussed
following a description of procedures commonly used in appraising
pupil health.

TEACHERS' OBSERVATIONS

Teachers' observations are a fundamental procedure in apprais-
ing pupil health, The first indications of many physical and emo-
tional problems are changes in the way a pupil behaves or alteration
in his color, gait, and general appearance. He may be lethargic or
hyperactive. He may be pale or flushed or have a skin rash. .When
such changes are checked by a physician they may result in the
identification of the early stage of a communicable disease, a physi-
cal defect, or an emotional disturbance,

The teacher is in a strategic position to detect variations in a
pupil's appearance and in his reactions to classroom situations. Be-
ing familiar with the pupil's usual appearance and behavior, he can
easily observe changes. He is also able to compare the appearance
and behavior of one pupil with the appearance and behavior of
others.

What the Teacher May Obsel-:
Observation of the health of pupils reflects the teacher's sensi-

tivity to their developmental needs. The teacher skilled in observa-
.

' American Medical Association. Report of the. Third National Conference on
Physicians and Schools. Chicago: the Association, 1951. pp. 9-10.
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tion detects deviations from health without interference with his
usual classroom responsibilities. Singling out those pupils who
Seem to have something wrong with their health becomes virtually
an automatic process. It may begin with a quick glance accompany-
ing a morning greeting and continue through observation of pupils
as they are engaged in daily school activities. Sometimes, through
such informal procedures, the teacher will pick out certain pupils
to whom he will want to give more careful attention during the day
or during the following days. In general, day-long alertness to pupil
health has replaced the former practice of formal inspections at
specified times.

Secondary school pupils are passing through a particularly criti-
cal period of growth, development, and social adjustment. The
observant teacher can often detect those who may be having diffi-
culties even though he may be with one group of pupils for only a
relatively short period of time.

Any significant health observations of the teacher should be
recorded. Usually they will form part of a pupil's cumulative health
record.

Although a teacher observes and records variations in a pupil's
appearance and behavior, he is not asked or authorized to diagnose
the cause, an, should not attempt to do so. His function is limited
to noting changes in objective terms and seeing that they are
brought to the attention of a nurse or physician, if either is availa-
ble, or to the attention of a parent or guardian, Determining the
reason for the changes observed is the responsibility of a physician.

The range of teachers' observations is extensive and includes
signs of disorder of various parts of the body as well as behavior
whlch may be symptomatic of emotional problems. Conditions that
May be noted include the following, but this list is by no means
complete.

General ,1?;pearanceVery thin or obese, noticeable change in weight, unusu-
ally pale or fAshed, poor posture, limp, change in gait, lethargic and unrespon-
sive.

EyesCrossed eyes; inflamed or watery eyes; squinting, frowning, or scowling;
holding book too close to or too far from eyes; frequent styes.

Ears Discharge from ears, turning head to hear, failure to hear well.

Nose and ThroctPersistent mouth breathing, enlarged glands in neck, fre-
quent colds, persistent nasal discharge, odor from nose or mouth.
Skin and ScalpRash on face or body, sores on face or body, numerous
pimples, excessively dry or oily skin, nits on hair, bald spots, frequent
scratching.



42 SCHOOL HEALTH SERVICES

Teeth and MouthIrregular teeth, stained teeth, cracking of lips at corners
of mouth, pale or blue lips, inflamed or bleeding gums.

Behar:or When Playing- Tires easily, becomes breathless following moderate
activitj, lack of interest or loss of interest in sports and games, unusual
clumsiness or poor coordination, unusual excitability.

General BehaviorDocile and seclusive, aggressive, depressed and unhappy,
excessive daydreaming, difficulty in working and playing with others, excessive
thirst, frequent use of the toilet, unusual tenseness.

In addition to observing pupils, the teacher should give careful
attention to pupils' complaints. These may include pain, headache,
fever, dizziness, buzzing in the ears, sore throat, toothache, blurring
of vision, or itching of the skin or scalp. Such complaints should
never be discounted. They may be due to acute disease or to a
physical impairment. Pupils with health complaints should be
brought to the attention of parents in the same manner as those
whose appearance or behavior deviates from normal.

Referral Procedures

The action a teacher takes when a pupil does not appear well or
complains about his health will vary with what the teacher observes
or the nature of the complaint and with the availability of nurse
and physician services. If a communicable disease seems a possi-
bility, the teacher will immediately separate the suspected pupil
from others. The parent will be called and arrangements made for
the pupil to be taken home. (See Chapter 10, "Communicable
Disease Control. ") If a nurse is available she may assist with these
procedures.

Whenever possible, the teacher wil) discuss his observations of
noncommunicable health problems with the nurse serving the
school. The teacher should know the days and hours that the nurse
will be at the school and confer with her at the earliest possible time.
Together they can evaluate the significance of the observations and
decide if they warrant parent attention. If there is doubt concern-
ing the need for informing parents of conditions observed, the nurse
may suggest that the pupil be seen by the school medical adVisor,
if one is available. The latter will give prompt attention to such
requests, giving them precedence over routine examinations.

In many schools, nurse-teacher conferences are scheduled regu-
larly throughout the year. At these conferences the nurse and the
teacher review pupils' health records and discuss the health obser-
vations made by the teacher. They decide on a procedure for bring-
ing pupils' health problems to the attention of parents and on
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measures to encourage parents to secure needed treatment. The
teacher-nurse conference is a means of increasing teacher under-
standing of health conditions and of developing teamwork in school
health activities.

Where little or no nursing service is available, the teacher, with
the approval of his principal, may telephone a mother to discuss a
pupil's health condition or invite the mother to school. If the mother
is unable to come to school, a conference may be held at the pupil's
home. Such a meeting is predicated on mutual interest of the
teacher and parent in the pupil's welfare and recognition of the
need of school personnel to understand the pupil's problems. The
teacher describes his observations in objective terms and encourages
the parent to decide what action is necessary. Care should be taken
to avoid implying that the parent is at fault or neglecdul. Emphasis
should be placed on the parents' responsibility to initiate corrective
measures and to choose the physician or other professional person
from whom they will seek professional advice.

Basic to effective referral procedures are adequate lines of com-
munication between school personnel and parents and between
parent's and the physician who cares for the child or youth.

The importance of teacher observations and teacher-parent con-
ferences carries implications for institutions preparing teachers.
Part of a teacher's preparation should be directed toward helping
him to understand the health problems of children and youth, to
develop skill in observing pupils, to learn ways of communicating
with health personnel, to become familiar with community health
resources, and to learn the techniques of discussing health problems
with parents.

Teacher observations supplement 2. n d Complement other Proce-
dures for appraising pupil health. They are particularly helpful in
detecting the onset of a communicable disease as well as the begin-
ning signs of numerous conditions which are not easily detected by
the usual medical examination or which may have developed since
the last medical examination. Such signs include a deterioration
in writing, or general clumsiness, which may indicate chorea
(St. Vitus' dance) ; headache, visual difficulties, or dizziness, which
may be the first signs of brain tumor; and moments of unconscious-
ness, which may indicate epilepsy. Neither the teacher nor the
nurse ever makes a diagnosis, but it is important that their observa-
tions be made known to the parent,. and through the parent to the
pupil's medical advisor. No program to appraise, pupil health can
be fully effective without skillful teacher observations.
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SCREENING TESTS

Screening tests are useful procedures in health appraisal. Al-
though not diagnostic, they, like teachers' observations, "screen
out" those who need further attention. Performed by teachers,
nurses, or technicians, they provide a preliminary evaluation of the
state of development or functioning of various body organs. Screen-
ing tests may uncover health problems not identified by observation
of pupil appearance and behavior.

Kinds of Screening Tests
Numerous screening tests are available. Examples of these are

blood tests for syphilis, urinalyses, vision tests, stool examinations,
hemoglobin measurements, nose and throat cultures, tuberculin
tests and x-ray of positive reactors, hearing tests, blood smears for
malaria organisms, measurements of blood pressure, tape recordings
of heart sounds, and measurements of height and weight. Some-
times absentee' records are scrutinized as a screening device to
single out those pupils who are absent frequently because of
sickness.

Some screening procedures are appropriate for school use while
others are better performed in a physician's office or a hospital
laboratory. Screening procedures in schools to test vision and hear-
ing are especially valuable since they deal with the senses funda-
mentally affecting pupils' ability to profit from school experiences.
Such tests should be included in every school health program. De-
tailed information about methods for conducting these tests is
presented in the next two chapters' (Chapter 4, "The Eyes and
Vision Screening," and Chapter 5, "Hearing Impairment and Hear-
ing Testing").

Weighing and measuring are other frequently used screening
'procedures. Although limited as a means of identifying pupils in
need of medical attention, weighing and measuring have significant
educational values. They capitalize on pupil and parent interest in
physical growth and provide a good opportunity for the teacher to
discuss some of.the characteristics of human growth and the factors
which influence it.

Other screening procedures are not ordinarily included in school
health services, although they may be in a particular community
under certain circumstances. A decision to add a specific screening
device to the school program should follow discussion of its need
and value by school, medical, and public health personnel. The
discussion should consider the incidence in the local community of
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the problem which the test will screen and the suitability of the
procedures for use in the schools. For example, schools in areas
where the incidence of tuberculosis is high may, on the recommenda-
tion of local physicians, leaders in public health, and tuberculosis
specialists, include tuberculin tests for pupils in selected grades
followed by x-ray examination of positive reactors.

It is unwise to introduce new screening procedures into the school
health program without general approval by the local medical,
public health, and educational agencies.

Measuring Physical Growth
Weighing and measuring is a procedure usually correlated with

health education relating to physical growth and the factors that
affect growth. It is an activity that young pupils enjoy so much
that it has been said, "One way to make a friend out of a child is
to measure him." Older pupils, too, are interested in growth. They
want to know how tall they are and how much they weigh.

Good practice is to weigh and measure pupils three times during
the school year: at the beginning, in the middle, and at the end of
the school year. Weight should be measured with shoes and coats
removed and recorded to the nearest half-pound. Height should be
measured with shoes removed and recorded to the nearest one-fourth
inch. Measurement of young children should be made by the teacher;
older ones may measure themselves under teacher supervision.

Records of height and weight provide information concerning
growth. Comparison of measurements among pupils should be dis-
couraged. Since they are in different .stages of growth, emphasis
should be placed on the individuality of each pupil and on his
present measurements in relation to his previous measurements.
Pupils should compete with their own past records of growth,
and only incidentally with others. Physiological development may
vary five years or more among those of the same chronological
age, and rate of growth is not constant. Pupils, who over a period
of several months lose weight, show no gain, or gain excessively
should be examined by a physician to determine reasons for their
co nditicn.

Interest aroused in pupils when they are. weighed and measured
can be used to help them increase their understanding of how
growth takes place and the factors that influence it. Young children
can learn that food, physical activity, and rest foster optimal
growth. In the upper elementary grades, boys and girl -; can learn
that growth is irregular, :sometimes rapid and sometimes slow;
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that girls experience the preadolescent growth spurt at an earlier
age than 'ec.)ys;. that all boys do not begin the growth spurt at the
same age, nor do all girls; and that each boy and girl grows at his
own rate. Later on, they can learn how growth is influenced by
the endocrine glands. It is important for children and youth to
learn that height and body build are inherited characteristics and
that both tall and short persons may be attractive and healthy.

Measurements of height and weight usually are recorded on
pupils' cumulative health cards, although some schools prefer to
keep separate growth charts. Among the latter are those prepared
by Howard V. Meredith for the Joint Committee on Health Prob-
lems in Education.= Separate forms for boys and girls aged 4 to 18
indicate normal zones for the tall, moderately tall, average, moder-
ately light, and light. Different techniques for recording growth
have been developed by other authors. A deCision to use any of
these growth charts should . result from a careful study of the
contributions they can make to the total school program. In the
upper grades and in secondary schools, pupils can maintain their
own growth records under teacher supervision. (See Figures I & IL)

HEALTH HISTORIES

Knowledge of a pupil's past sicknesses, of accidents and oper-
ations he may have had, his pattern of growth and development,
and the immunizations he has received are important factors in
evaluating health. Securing such information, referred to as the
pupil's health history, is an integral part of health appraisal. Health
histories may be obtained in a variety of ways and sometimes
by a combination of procedures.

Data To Be Obtained
Health histories include data related to different aspects of

health. They reveal whether a pupil fee;s that he is well or
sickly and whether parents feel that . a pupil's health is good,
averagsi, or poor. They tell *hat diseases a pupil has had, with
particular attention to such conditions as rheumatic fever, chorea,
convulsions, diabetes, .and allergies. Information is provided about
operations, serious accidents, exposure to tuberculosis, and on the
frequency and severity of colds or attacks of tonsillitis. The
health history should provide information about previous immuniza-

National Education Association and American Medical Association, Joint
Committee on Hx,altil Problems it Education. Physical Growth Record (for
Boys and for Girls). Washington, D.C. and Chicago: the Associations.
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FIGURE 1 I PHYSICAL. GROWTH RECORD FOR BOYS

PURPOSE OF RECORD: To F imply interesting and helpful information
regarding the growth of

(school boy's name) (date of birth)

HOW CHILDREN SHOULD BE MEASURED:
Directions for determining weight. If available, use beam-type, platform

scales. At the beginning of each examination period check the scales and,
in the event they are out of balance, adjust them. Have the boy remove shoes
and coat or sweater. Request the subject to stand in the center of the platform
of the scales. Determine weight to the nearest one-half pound.

Directions for measuring height. Use a nw'asure fixed in the upright position,
and a wooden headpiece having two faces at right angles. The measure may
be a yardstick or an accurate measuring tape fastened either on a special board
or (if there is no projecting- wainscoting) directly on a smooth wall. While it
is possible to use a cigar or chalk box as a headpiece, it is recommended that
one be made of more satisfactory design. Measure height with shoes removed.
Have the boy stand with heels, lower back, shoulders, and rear of head in
contact with the wall or board; heels nearly together but not touching each
other; arms hanging at the sides in a natural manner and the head facing
straight forward. IN hen the subject is in position, place one face of the head-
piece against the board or wall and bring the other face down, keeping it
horizontal, until it makes firm contact with the top of his head. See that the
heels are kept in contact with the floor and the trunk is maintained in "non-
slumped" contact with the measure. Take two separate height measurements
on each boy. Record height to the nearest one-fourth inch.

HOW TO USE THE RECORD:

Registering height and weight status. Example: Assume this is the record
of Don Jones. Dort weighs 43 pounds, is 44 inches in height, and has just had
his fifth birthday.

Height
a) Find age 5 along the top of the chart.
b) Locate 44 inches along the uppr left-hand margin.
c) Plot a point under the 5 and opposite 44.
d) Just above this dot on the HEIGHT graph write "44.0."
Weight
a) Find age along the bottom of the chart.
b) Locate 43 pounds along the lower left-hand margin.
c) Plot a point above the 5 and opposite the 43.
d) Just below this dot on the WEIGHT graph write "43.0."
Registering height and weight progress. Example: Assume Don is now six

months olderat age 5% years his weight was 44% pounds; now at 51/2 years
he weighs 46 pounds and has a height of 45% inches. Further, assume that
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FIGURE I (Continued)
points representing Don's height at 51/2 and his weight at 534, and 51/2 have
been plotted at the appropriate places on the chart. Having records at more
than one age, it is now possible to draw curves of progress. Don's progress
over the age period 5 to 5% years may be shown by drawing lines connecting
(a) the two points on the height graph and (b) the three points on the weight
graph.
HOW TO INTERPRET THE RECORD:

Interpreting status. 1. The measurement figures written above or below
each plotted point provide a ready description of each boy's actual height and
weight at all of the ages measurements have been taken.

2. The zones in which a boy's height and weight points for a given age are
located indicate his standing, in relation to other boys of the same age. The
sample values given at 5 years show Don to fall in the "Average zone" for
both height and weight.

3. Whenever a boy's height and weight points do not fall in like zones (e.g.,
Tall and Heavy, Short and Light), the dissimilarity may indicate stockiness
or slenderness of build and/or it may furnish an important lead regarding
state of health. To illustrate, suppose at the time of first measurement, the
height point of Pat Thomas is found to lie in the "Average zone" and his
weight point in the "Light zone." Pat should be referred to a physician for
examination. It may be he is a healthy child of slender build. On the other
hand, he may have somE infection, need an improved diet, or require changes
in his daily living habits.

Interpreting progress. 1. The difference between a boy's heights (or weights)
at two different ages shows the amount of change that has taken place during
the interval. For example, Don Jones between 5 and 51/2 years of age gained
1'/4 inches in height and 3 pounds in weight.

2. The relation of a boy's height or weight curve to the curves on the chart
gives some idea as to whether or not he is growing satisfactorily. To explain:
Individual curves for height should run about parallel with the height lines on
the chart. For this reason, if Jim Smith's curve falls along the middle of the
"Moderately short zone" over the age period 5 to 8 years and then tends
sharply toward the "Short zone" (due to a gain between 8 and 83ii of only IA to
'A inch), his growth after age 8 obviously warrants medical investigation.
Although semi-annual weight growth is often less regular than height growth,
an individual weight curve which shows a downward dip (loss of weight) or
remains level (failure to gain) is sufficient reason for referring the boy to
a physician.

3. The alignment of an older boy's height and weight curves with the zone
paths on the chart snows satisfactory growth if one allows for the individual
differences in the time at which the adolescezigrowth-spurt" may occur. This
is, interpretations over the age period 11 to i years are no different from
those for the period 4 to 11 except that attenti n must be given to variations
in the age at which the adolescent "spurt" ma take place. Assume Ted, Bill,
and Dick are alike in both height and weight at each age from 4 to 11 years
Ted may begin more rapid height and weight growth before 13, Bill around 14,
and Dick not until 15. It follows that as long as Bill and Dick are continuing
steady growth at their childhood rates, this growth should not be judged
"unsatisfactpry."

I
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FIGURE II I PHYSICAL GROWTH RECORD FOR GIRLS

PURPOSE OF RECORD: To supply interesting and helpful information
regarding the growth of

(school girl's name) (date of birth)

HOW CHILDREN SHOULD BE MEASURED:
Directions for determining weight. If available, use beam-type, platform

scales. At the beginning of each examination period check the scales and,
in the event they are out of balance, adjust them. Have the subject remove
shoes and sweater or jacket. Request her to stand in the center of the platform
of the scales. Determine weight to the nearest one-half pound.

Directions for measuring height. Use a measure fixed in the upright position,
and a wooden headpiece having two faces at right angles. The measure may
be a yardstick or an accurate measuring tape fastened either on a special board
or (if there is no projecting wainscoting) directly on a smooth wall. While it
is possible to use a cigar or chalk box as a headpiece, it is recommended that
one be made of more satisfactory design. Measure height with shoes removed.
Have the girl stand with heels, lower back, shoulders, and rear of head in contact
with the wall or board; heels nearly together but not touching each other; arms
hanging at the sides in a natural manner and the head facing straight forward.
When she is in position, place one face of the headpiece against the board or
wall and bring the other face down, keeping it i.orizontal, until it makes firm
contact with the top of her head. See that the heels are kept in contact with
the floor, that the trunk is maintained in "non-slumped" contact with the
measure, and that no obstruction (e.g., comb, clasp, ribbon, or braid) prevents
contact with the head. Take two separate height measurements on each girl.
Record height to the nearest one-fourth inch.

HOW TO USE THE RECORD:

Registering height and weight status. Example: Assume this is the record
of Dora Jenks. Dora weighs 42 pounds, is 43 inches in height, and has just
had her fifth birthday.

Height
a) Find age 5 along the top of the chart.
n) Locate 43 inches along the upper left-hand margin.
c) Plot a point under the 5 and opposite 43.
d) Just above this dot on the HEIGHT graph write "43.0."

Weight
a) Find age 5 along the bottom of the chart.
b) Locate 42 pounds along the lower left-hand margin.
c) Piot a point above the 5 and opposite the 42.
d) Just below this dot on the WEIGHT graph write "42.0."
Registering height and weight progress. Example: Assume Dora is now six

months olderat age 534 years her weight was 4334 pou:m1s; now at 5% years
she weighs 45 pounds and has a height of 441, inches. Further, assume that
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FIGURE II (Continued)
points representing Dora's height at 51/2 and her weights at 5 and 51/2 have
been plotted at the appropriate places on the chart. Having records at more
than one age, it is now possible to draw curves of progress. Dora's progress
over the age period 5 to 51/2 years may be shown by drawing lines connecting
(a) the two points on the height graph and (b) the three points on the weight
graph.

HOW TO INTERPRET THE RECORD:
Interpreting status. 1. The measurement figures written above or below

each plotted point provide a ready description of each girl's actual height and
weight at all of the ages measurements have been taken.

2. The zones in which a girl's height and weight points for a given age are
located indicate her standing, in relaticn to other girls of the same age. The
sample values given at 5 years show Dora to fall in the "Average zone" for
both height and weight.

3. Whenever a .girl's height and weight points do not fall in like zones (e.g.,
Tall and Heavy, Short and Light), the dissimilarity may indicate stockiness or
slenderness of build and/or it may furnish an important lead regarding state
of health. To illustrate, suppose at the time of first measurement the height
point of Mary White is found to lie in the "Average zone" and her weight point
in the "Light zone." Mary should be referred to a physician for examination.
It may be she is a healthy child of slender build. On the other hand, she may
have some infection, need an improved diet, or require changes in her daily
living habits.

Interpreting progress. The difference between a 4irl's heights (or weights)
at two different ages shows the amount of change that has taken place during
the interval. For example; Dora .Ienks between 5 and 51/2 years of age gained
11/4 inches in height arid 3 pounds in weight.

2. During the period from age 4 years to age 9 years, information on
satisfactoriness of growth is given in the relation of a girl's height and weight
curve to the curves on the chart. To explain: Up to age 9, individual curves
for height should runabout parallel with the height lines on the chart. For
this reason, if Jane Speed's curve falls along the middle of the "Moderately
short zone" over the age period 4 to 7 years and then tends sharply toward
the "Short zone" (due to a gain between 7 and 71/2 of only to inch), her
growth after age 7 obviously warrants medical investigation. Although semi-
annual weight growth is often less regular than height growth, an individual
weight curve which shows a downward dip (loss of weight) or remains level
(failure to gain) is sufficient reason for referring the girl to a physician.

3. Beyond age 9 years, the alignment of a girl's height and weight curve
with the zone paths on the chart shows satisfactory growth providing one
allows for the known individual differences in the time at which the adolescent
"growth-spurt" may occur. That is, interpretations after age 9 are no different
from those for the years 4 to 9 except that attention must be given to variations.,
in the age at which the adolescent "spurt" may take place. Assume Nancy,
Jill, and Ruth are alike in both height and weight at each age from 4 years to
9 yearsNancy may begin her more rapid growth in height and weight before
11, Jill around 12, and Ruth not until 13. It follows that as long as Jill and
Ruth are continuing stt.:.dy growth at their childhood rates, this growth should
not be judged "unsatisfactory."
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tions, including recall or "booster" injections, as well as the
result: of special tests, such as tuberculin tests.

At the time of examination of young children the physician will
request supplemental information dealing with such matters as
birth history, rate of growth and development, early feeding
practices, health habits, and familial health conditions. Special
consideration will be given to factors that might indicate possible
brain damage at the time of birth or just preceding or following
birth. Such damage is the cause of some children not doing well
in their school work.

Health histories are of particular importance because they pro-
vide information that cannot be obtained, or at least is not easily
obtained, by other appraisal procedures. Neither teacher observa-
tions, usual school screening tests, nor even a medical examination
can always reveal that one pupil suffered an attack of rheumatic
fever during spring vacation or that another pupil has severe
diabetes. A pupil who has suffered these conditions or who has
asthma or some other allergy may seem perfectly well at the time
of a medical examination, but his health problem may be identi-
fied through his health history.

Useful Methods
Health histories may be obtained through use of a question-

naire or health inventory form, Use of this procedure in ele-
mentary schools and the information requested may differ nom that
in secondary schoois. In elementary schools, parents will be asked
to fill in the form, and the questions asked will relate to health
experiences from the time of birth until entrance to school.
Secondary school pupils can be responsible for preparing their. own
health histories, this activity often being a part of their health
education program. Questions asked will deal with pupils' present
health and their health experiences in recent years, with care taken
to avoid asking for information already on a pupil's health card.
Pupils will be encouraged to obtain from their parents significant
facts about their health history with which they are not familiar.
Secondary school pupils, for example, often do not know When or
against what diseases they have been immunized.

Figure III shows the health inventory form which parents of
pupils attending the San Francisco schools are asked to fill out.

Rather than using a questionnaire, some schools obtain health
histories through nurse-parent or nurse-pupil conferences. This
personal approach, often used at the time a pupil first enrolls in
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FIGURE III

SAN FRANCISCO SCHOOLS SAN FRANCISCO DEPARTMENT OF PUBLIC HEALTH

HEALTH INVENTORY (to be completed by parent)

Name

Address

CHILD LIVES WITH: Paren

Or

/ Legal Guardian

Last First

School

Name

Grade Birthdate
Birthplace

Sex- M

Home Tel. #
Wr Tel. #

Foster Parent

How many members in the

Others in Household

Name

immediate Family? Mother

Name

_Father__LSisters---Brothers__

Please check (V) below,
Chicken Pox_
Mea- 3

if your child has had any of the following:
Diphtheria Tuberculosis Ear Trouble
Rheumatic Fever Hernia (Rupture)-- Eye Trouble

Mumps
Heart Disease

AllergyDiabetes Broken Bones

German Measles_
Whooping Cough___

Scarlet Fever

Polio (Infantile
Paralysis)

Operations Handicap

Epilepsy
(Convulsions)

Behavior Problems

Other.

If your child is presently receiving care for any physical condition, please note:

From whom does your child receive medical and dental care? Please list below:

NAME ADDRESS

,

DATE OF LAST VISIT

Private Physician
or Clinic

Private Dentist
or Clinic

Orthodontist

Please Jist immunizations and tests which your child has received:

(1) Date (2) Date (3) Date (4) Date Booster Booster Booster

DiptitheriaPertussis (Whooping Cough)
Tetanus-Polio (DPT-P)

Diphtheria-PertuSsis-Tetanus (DPT)

Diphtheria-Tetanus (DT)

Polio Vaccine

Smallpox Vaccination

Tuberculin Test Date

Tuberculin Test Results

Chest X-Ray Dbl. , Place or by Whom:

Please feel free to contact the Public Health Nurse or School Persoimel if you have questions to distuss
or information you wish to share.

Date Signature

F 1520-c 1/62

Parent :r Legal Guarmlsil
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school, has many advantages. It establishes good nurse-parent and
nurse-pupil rapport and often provides more valuable and accurate
information than obtained through questionnaires.

As mentioned previously, the physician frequently secures addl.-
tiorkal information concerning the past health at the time he
examines a child. Health history data, regardless of how or by
whom obtained, should be recorded on a pupil's health card. This
makes it unnecessary to secure the same information over and over
again each time a child is to have a medical examination.

MEDICAL EXAMINATIONS
Periodic medical examinations are an important part of a health

appraisal program. At the time of such examinations the physician
reviews the reports and records of other appraisal procedures,
including teacher observations, information concerning a pupil's
past health experiences, and the results of screening tests. Such
information combined with the results of a medical examination
pro: ides a fairly complete picture of a pupil's health assets and
health liabilities.

In urban communities a director of sclmol health services em-
ployed by the schools or by the health department may provide
leadership in planning a program of medical examinations, while
in small towns or rural communities leadership may come from
any member of a committer established for this purpose. The com-
mittee will desirably include representation from the schools, the
medical society, the health department, and other groups concerned
with health and education. Formulation of a medical examination
program requires answers to many questions, including: (a) Who
siiould examine pupils? (b) Hcw frequently should pupils be re-
quired or encouraged to 'obtain medical examinations? and (c)
Where should examinations be conducted? Viewpoints on some of
these questions are presented in the following pages.

Who Should Examine Pupils?
Medical examination procedures in a particular, community

should be developed with due consideration to legal requirements
and with careful attention to the educational and health factors
involved. Ideally, every child should have periodic examinations
beginning at the time of birth and continuing during the pre-
school and school years. Unfortunately, such care is not provided
by all parents.

Examination of pupils by their own physician in the physician's
office is becoming increasingly common and has both medical and
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educational advantages. Under this plan a pupil and his parents
develop a relationship with a physician that makes it easier for
them to call on him for needed information or advice. If a health
problem exists, the physician can explain its nature and significance.
The physician is able to carry out without delay any therapy that
his examination suggests since, with the parent present, the needed
authorization is immediately available. Privacy is assured, and the
physician has on hand in his office the needed equipment and
facilities for special tests and for treatment, as well as records of
previous examinations and previous treatment, including immuniza-
tions. Educationally, examination in the private physician's office
permits the pupil to appreciate the conditions under which one calls
on a physician and to become accustomed to seeking medical advice
from his physician. Examinations made in this manner encourage
desirable pupil-physician relationships and have a real potential
for carry-over of the practice into post-school life. They are ed':,ca-
tional experiences of great value.

Referral of pupils to their own physicians for periodic examina-
tions must be done in a manner to avoid embarrassment of those
who cannot or do not follow this procedure. Figure IV shows the
tactfully worded form letter used in the Denver public schools.
It points out the advantages of a family physician's examination,
but casts no reflection on those who cannot follow the recommended
procedure.

Experience in many communities shows that the number of
pupils going to their family physician for examination can be in-
creased from year to year through educational efforts. Such
efforts should begin with the parents of children entering school.
They should emphasize the value of periodic medical examinations
and the willingness of the school to receive suggestions from private
practitioners regarding desirable modification of a pupil's school
program because of health conditions.

The trend toward having pupils obtain medical examinations
from their own physicians necessitates formulation of procedures
for the physician to transmit information needed by the schools,
including suggestions concerning the pupil's ability to participate
in regular school activities. Exchange of information is facilitated
when the school or school system provides a form on which the
physician may record the results of his examination as well as his
recommendations. A simple, concise form developed by the Wis-
consin Cooperi,tive: School Health Program is shown in Figure V.

A program needs to be developed to provide periodic medical
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FIGURE IV

DENVER PUBLIC SCHOOLS, DEPARTMENT OF HEALTH SERVICE

Dear Parent:

The Denver Public School Health Service Department
and the Medical Advisory Committee of the Denver County
Medical Society encourage health examinations of all
children at regular intervals by their family
physicians. The schools strongly recommend health
examinations of all 1st, 4th, 7th, and 10th graders,
plus students new to the schools, and those with Lealth
problems in any other grade.

Such a medical report is very helpful as a protection
to your child while in school. Your family doctor
should know the most about your child's physical con-
dition, growth, and protections against disease and,
therefore, is best able to advise the school on the
program for your child. If it is possible for you to
have your doctor make this examination, we shall
appics.iate having him then return the special health
examination blank which he has in his office. For
children whose physicians have not sent in health
records for the periodic examinations, health apprais-
als by school physicians are offered at intervals
during the school year.
Thank you for your cooperation.

LELAND M. CORLISS, M.D.
Director of Health Service

e,:aminations for pupils who are not examined by their own physi-
cian. The most frequent practice is the employment of a physician
by the schools or the assignment to the schools of a physician
employed by the health department. In large communities the
service of a number of physicians will be Deeded.

Another method is the referral of needy children to a welfare
or health department clinic or the outpatient department of a local
hospital. Such children probably have received most of their
previous medical services from these sources.. In one sense such
facilities serve in lieu of a personal physician.

Frequency of Medical Examination
The frequency of medical examinations of school children is

determined by law in a number of states, but there is no uni-
formity in the requirements. The intervals between required ex-
aminations may be one, two, or more years.

Where there are no ,legal requirements, the frequency of medical
examinations should be determined cooperatively by representatives
of local physicians, public health officials, and school health per-
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FIGURE V I REPORT TO SCHOOL ON SIGNIFICANT FINDINGS OF
HEALTH EXAMINATION

(This half to be sent to the school)

Name of Pupil School Grade

Name of Parent- Address

r'::/sical findings which are of significance to the school:

RECOMMENDATIONS TO THE SCHOOL:

Is the pupil capable of carrying a full program of school work?
Should there be restrictions on up and down stairs travel?
Is special seating recommended?
Would special exercises help to improve posture?
Do you advise supplementary inbetween meal feeding?
Does pupil have any irremediable defects?
Is there evidence of emotional upset?

REMARKS:

Yes No
Yes No
Yes No
Yes_No
Yes_No
Yes No
Yes No

CLASSIFICATION FOR PHYSICAL EDUCATION ACTIVITY
(Record Roman numeral as indicated at side.)

Code I Unlimited activity
Code li Slightly modifiedunder observation
Code IIIDefinitely restrictedi.e., cardiac disease, post acute infectious dis-

eases, potential chests, etc.
Code IV---Ipdividual physical education
Corte V Rest

RECOMMENDATIONS FOR THE HOME
(To be used as basis for school-home contact)

Is the present food intake adequate?
If not, what changes are advised?
Is more rest needed?
Do you recommend curtailment of extra-curricular activities?
Should work at home be restricted?
Should a work permit be issued for pupil, if requested?

Yes No
Yes No
Yes No
Yes No
Yes No
YesNo

REMARKS: (Please indicate also any specific need for dental, psychiatric, Medical,
or surgical care.)

Date- Signature of Examining Physician

REPORT OF FOLLOW-UP:
(To be filled out by school personnelplease be specific.)
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sonnel. They will be guided by consideration of (a) available
medical manpower, (b) the health needs of children and youth,
(c) anticipated outcomes in relation to money expended, and (d)
community customs and mores.

The frequency with which children of school age should be
encouraged or required to have medical examinations is a matter
on which there are differences of opinion. Some consider that an
examination at the time of entrance to school is sufficient; others
favor examinations at intervals of three or four years; still others
believe annual examinations are desirable. Agreement exists on
the need for pupils to be referred for medical examination when-
ever a health problem occurs or is suspected.

The question of frequency of medical examinations has been dis-
cussed at numerous conferences. A summary of viewpoints from-
the proceedings of the 1959 Conference on Physicians and Schools
included the opinion that "previously determined optimum frequen-
cies are still acceptableat least four examinations during the
school life of a child and additional examinations whenever referral
is made by school nurse or doctor." 3

Numerous professional groups have had a hand in setting these
"previously determined frequencies," including the National Com-
mittee on School Health Policies and the American Academy of
Pediatrics.4 The former, composed of representatives of numerous
national professional groups, stated its views in these words:

During their school years children should have a minimum of-four periodic
medical examinationsone at the time of entrance to school, one in the inter-
mediate grades, one at the beginning of adolescence, and one before leaving
school. Additional examinations should be made whenever something is
suspected of being wrong. The number may vary from a single examination at
school entrance supplemented by referral examinations where teachers are
unusually skilled in observation of children, to annual examinations, if money,
time and personnel permit. Fewer examinations of good quality with time for
instruction and counsel are preferable to frequent and complete coverage of
the school with inadequate examinations that are medically and educationally
unsound. Medical examinations L,nould be sufficiently painstaking and com-
prehensive to command medical respect, sufficiently informative to guide school
personnel in the proper counseling of the 71upil, and sufficiently personalized
to provide a desirable educational experience.'

, 'American Medical Association. Report of the Seventh National Conference
on. Physicians and Schools. Chicago: the Association, 1959. p. 62.

American Academy of Pediatrics, Committee on School Health. School
Health Policies. Evanston, Ill.: the Academy, 1954.

National Committee on School Health Policies. Suggested School Health
Policies. Third edition. Washington, D.C. and Chicago: National Education
Association and American Medical Association, 1956. pp. 17-18.
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Recommendations for the frequency of medical examinations are
based on a synthesis of opinions rather than on known scientific
facts. The paucity of scientific facts prompted those attending the
Seventh National Conference on Physicians and Schools to suggest
"a need for further controlled epidemiologic studies to determine
the relative values of periodic examinations in comparison to base
line examinations followed by teacher-nurse observation and follow-
up."

One of the series of studies on this problem conducted in
Rochester, New York, dealt particularly with the medical examina-
tion aspect of health appraisal." Omitted from the study "because
their detection does not require the professional time and skill of
a physician" were such frequently occurring problems as "acute
infections, minor skin diseases, adverse dental conditions, refrac-
tive errors and hearing loss." A preliminary report of the study
suggested that "concentration of attention, and effort to meet the
needs of selected children . . . would appear to be a more construc-
tive role for school medical personnel in elementary:schools than a
more general diffusion -of their efforts." Those reporting on the
data feel that "periodic medical examinations during the first four
years of elementary school are of little value from a case-finding
standpoint." They agree, however, that the educational .value of the
health examination may be an important factor.

Additional studies are urgently needed. Data should be obtained
-to reveal the relative value and unique contributions of teacher
observations, screening tests, health histories, and medical exam-
inations. A distinctiOn should be made between conditions known
to exist before medical examination and those learned about for
the first time because of that procedure. Studies of this nature
should measure the contribution of each appraisal procedure to
each of the objectives of the health appraisal program, including
those related to education and to adapting instructional programs
to pupil needs.

Definitive answers to the question of frequency of medical ex-
aminations are difficult to formulate because they require equating
medical, economic, personal, and educational factors. Research
will, in time, provide the facts on which answers can be based. In

Yankauer, Alfred,,an 1 others. "A Study of Periodic School Medical
ExaminationsI. Methodology and Initial Results." American Journal of
Public Health 52: 656-62; April 1962. Also "II. The Annual 'Increment of
New 'Defects'." Ibid 46: 1553-62; December 1956. "III. The Remediability
of Certain Categories of Defects." Ibicl 47: 1421-29; November 1957. "IV.
Educational Aspects." Ibid 51: 1532-40; October 1961.
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the meantime, the consensus of informed professional opinion, based
on experience, can serve as a useful guide.

Other Important Considerations
Medical examinations may vary depending on where they are

performed. If the examination is in the private physician's office,
he will have records of previous examinations and treatment and
may omit procedures that he might carry out if he were examining
a c"d previously unknown to him. MoreoVer, he may go beyond the
usi school examination and make a definitive examination and
imn__ iiately institute needed treatment. A physician examining
pupils in school usually limits himself to checking various body sys-
tems and to determining gross deviations that might interfere with
participation in the school program and the acquisition. of an educa-
tion. Such an examination has been properly labeled a screening
examination since it is case-finding rather than diagnostic.

Children and youth cannot be examined properly when dressed.
All areas of the body should be exposed to the examiner, although
not all at the same time. For older girls a slip-over or other chest
covering should be provided, and for both boys and girls the
genitalia should be covered except during examination for hernia in
the boys. Protection for the feet should be prOvided when the
shoes and stockings are removed.

Parents should be present at the examinations of elementary
school pupils, whether the examination is at the physician's office
or at school. A parent can answer the ph:Tsician's questions about
the pupil's health and health history and can receive the physician's
recommendations. Secondary school pupils arE assuming increased
independence including responsibility for their own health and
usually feel more at ease if not accompanied by A parent.

ExaminatiOn of pupils at school should be Conducted in ,a quiet,
adequately heated, and pleasantly decorated mom. Provision should
be made for priyacy, each pupil being examined with no others
present. The findings should be interpreted to the pupil or his
parent, but should not reach the ears of other pupils, A medical
examination should be an. individual experience, not a growl)
activity. "Lining up" by pupils should be avoided.

Medical examinations performed at school should approximate in
quality, although not necessarily in extent, those given in a phy-
sician's office. The physician making the examination should be
one whom the rest of the medical profession holds in high regard,
and the examination should be sufficiently revealing of possible
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health problems to form a basis for needed school adaptations and
for necessary counseling. Hurried, careless, impersonal examina-
tions discredit the examining physician and all those involved
in making the arrangements.

School and health department personnel should realize that chil-
dren and youth may obtain medical examinations for a variety of
purposes. In addition to periodic examinations required by the
school, they may be asked to have an examination previous to
going to camp, or to participation in scouting activities, out-of-school
athletic competition, or swimming at the YMCA and YWCA.
Usually a different form has to be filled out following each examina-
tion. In some communities efforts have been made by various
groups to coordinate medical examination requirements. This prac-
tice should become general as a means of conserving the time,
money, and energy of all concerned.

CUMULATIVE HEALTH RECORDS

The effective administration of a school health service program
requires records of the observations and findings of teachers.
the nurse, physician, dentist, psychologist, school social worker,
and a number of other people. Such recordsan individual card
for ea °h pupilare known as cumulative health records. A card
is made out for each pupil at the time he enters school and is
transferred with him as he moves from grade to grade, from school
to school, or even from one community to another. The nature of
the card, the kind of information it contains, and the way it is
used are indicative of the effectiveness of the school health
program.

No single pattern for cumulative health cards will fit every
school administrative pattern. The development of a particular
record form and the procedures for using it should be a cooper-
ative project of those who will make use of it. Persons who help
prepare a record form- are more apt to use it properly and
effectively.

Data They Contain
A pupil's cumulative health card contains all data useful to the

school in promoting his health. It contains the result of teachers'
observations, screening tests, significant facts from his health
history, and the findings of medical, dental, and psychological
examinations. In addition, there will be notes on health counseling
and the results in general of follow-w9 procedures.
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Consideration was given to the role of cumulative health records
by the Expert Committee on School Health Services of the World.
Health Organization. After calling attention to the importance of
records in helping the child to obtain and maintain maximum

withia the limits of his potentialities, the following princi-
cles were presented:

1. Health records should be cumulative throughout the school life of the
child. They should contain pertinent information regarding the child
from the family physician, hospitals, and clinics. It is desirable that
records showing preschool health supervision be a part of the school
health record where this is possible. The record of health status during
the school years can be of considerable value in guiding the child into
the vocation for which he is most suited.

2. Health records should contain information on the preventive services
(immunizations), screening tests (vision and hearing), findings of the
private physician or the school, medical examiner, and recommendations
for therapeutic measures.

3. Health reco:.ds should show the progress the chi!, is making in attaining
health objectives whether this be the correction of a physical defect,
receiving adequate medical supervision, or developing new habits related
to health status.

4. All available data bearing on the growth and development of the child
should be a part of the cumulative record.'

In addition to data relating to health appraisal and health
counseling, it is important to include information that would be
:'-z.elpful if the child should suffer a serious accident or become
severely ill. This would include knowledge of where a parent can
be located in an emergency-, particularly pertinent when both
parents .work, as well as knowledge of whom to notify if a parent
cannot be located. The name of the family physician and dentist,
as well as the preferred hospital, should also be included.

Pupils' cumulative health cards may desirably be considered as
health records rather than medical records. They should contain
the recommendations of the physician but not necessarily the de-
tailed findings of his examination. Recommendations often will be
supplemented by information relating to the effect of a pupil's
health condition on! his ability to participate in school activities
or suggestions regaiding modification of his school program.

How They Are Used
Because of the number of different individuals who will use

cumulative health cards it is important that there be mutual under-

'World Health Organization. Report on. the First Session of the Expert Com-
mittee on School Health Services. Technical Report Series, No. 30. Geneva:
the Organization, 1951.
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standing of how they are to be used, who is responsible for record-
ing data, and who will maintain the files. Wherever possible,
clerical assistance should be provided.

In planning the use of records, the need for their being ac,dssible
to teachers, principals, physicians, dentists, nurses, psychoiogiQts,
social workers, and others must be kept in mind. However, records
should be available only to authorized personnel. Due consideration
should be given to the confidential nature of health cards and all
school personnel informed regarding the professional use of data
they contain and the need tc avoid misuse. Physicians and nurses
may wish to establish a "confidential file" for date which in their
opinion are not appropriate for inclusion on a child's regular health
card.

As school health records are used by personnel other than
physicians and nurses, so also do physicians and nurses need to use
records made by other personnel. Physicians and nurses counseling
pupils regarding health matters need to consider all aspects of
healthphysical, emotional, and social. They need to know the
results of intelligence tests and of other psychological tests and
information about the pupil, his parents, and his home which has
been gathered by the teacher, a counselor, a psychologist, or a social
worker. Only by integrating all available information can an
accurate picture be obtained of a pupil and his health problem.

Nonmedical and non-nursing personnel using health records
should understand the meaning of the various entries and know how
to use the information they provide. Some schools utilize teachers
meetings as an opportunity for in-service education to help teachers
and other school personnel learn how to use records in a profes-
sional and objective manner.

HEALTH EDUCATION OPPORTUNITIES

Medical examinations and other appraisal procedures are ex-
periences which contribite to pupils' education. Pupils gain an
appreciation of the work of physicians, nurses, and other health
personnel. They develop increased understanding of health prob-
lems and of ways to protect and improve health.

Efforts should be made to realize all the potentialities for health
education associate with health appraisal procedures. This requires
careful classroom discassi on of the purposes and values of medical
examinations, encouragement of Parental attendance at the ex-
amination of young pupils, and consideration of the emotional
climate of the examining room.
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Setting the Stage
As an integral part of his health education program, the teacher

helps set the stage for periodic medical examinations. Classroom
discussion may relate to various aspects of medical examinations
and the procedures to be used. A physician or a nurse may visit the
class to answer questions about the values of a medical examina-
tion. A physician may demonstrate a medical examination using a
volunteer pupil as a.subject. Where health questionnaires are used,
the questions thereon may form topics for classroom conversation
and the reasons for various questions may be explained.

Questions pupils ask are indicative of their interests and may lead
to classroom projects in any number of areas. In one school the
class became interested in hospitals and their role in caring for
the sick; in another, pupils decided to learn about the stethoscope
and how it was developed; still another group wanted to study
the qualifications of physicians and nurses and to learn how they
could prepare for health careers. Regardless of the approach
used, helping pupils to learn the purposes and values of medical
examinations and what they involve and utilizing their interests
to motivate health education are good school practices.

Part of "getting ready" for medical examinations is the en-
couragement of pupils to take stock of their own health practices
and to suggest ways to improve them. As they do this they may
raise questions that can best be answered by a physician. They may
be encouraged to formulate questions they would like to ask the
physician at the time of their medical examinations.

Parent Responsibility
As mentioned earlier the importance of young children being

accompanied by a parent at the time of their medical examination
has become increasingly apparent. Such practice is desirable
whether the examination is in the doctor's office or at school. It
demonstrates a parent's interest and responsibility and provides an
opportunity for them to get first-hand interpretation of the physi-
cian's findings. Frequently this facilitates immediate development
of a plan of action to obtain needed treatment.

When parents accompany pupils examined at school, the rate of
examinations is slowed down because the physician must take time
to talk with each parent. This desirable. Spending time inform-
ing parents about the health problems of children may bring greater
returns than the same amount of time spent performing additional
examinations. Many communities report, for exam: le, that a high
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proportion of children whose parents attend examinations obtain
recommended treatment.

It is common practice for parents to accompany children who are
to be examined in a physician's office, but special efforts are needed
to encourage the parents of pupils examined at school to be present.
One method is to send written invitations in which the mother is
informed of the exact date and approximate time that her child is
to be examined. Sometimes teachers have pupils write personal
letters to their parents, urging them to come to the examination
and inv.ting them to visit the classroom while at school. Frequently,
a teacher's statement to pupils expressing hope that their parents
will come produces excellent results.

Parents who accompany children receiving medical examinations,
regardless of where the examination is conducted, should have an
informative and satisfying experience. During the waiting period,
which should be as short as possible, they should nave a com-
fortable place to sit, read, and talk. Attractive posters should
decorate the room and interesting reading material should be at
hand, including pamphlets on .9, variety of health top;cs, magazines
like Today's Health, and other educational and health material.
Parents and children should be identified by name and introduced,
where necessary, to all persons involved in the examination proce-
dures.

The Emotional Climate at the Examination
The personalities of the individuals present and the procedures

that are used influence the emotional climate of the examination
and thus affect the receptiveness of a pupil or parent to suggestions
and recommendations. Friendliness and mutual interest in the
health of a pupil must be evidenced by word and by action. Per-
sonalities must be respected and individual opinions given con-
sideration. Questions concerning health problems should be
answered accurately and as completely as possible in words ap-
propriate `o the particular child or parent.

The physician's comments should be both frank and constructive.
Whenever possible, he should point out a pupil's health assets be-
fore centering attention on problems. In interpreting a health
condition he should descra.)e the nature of the difficulty, explain
what can be done about it, and help the pupil or parent to map out
a course of action.

Medical ext.minations ani other appraisal procedures and the
recordings of findings on cumulative health cards ate primarly
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preliminary steps to health counseling and other follow-up pro-
cedures. Granted that appraisal procedures have certain intrinsic
educational values, it is still true that the chief benefits to pupils
result from what is done after health problems have been identified.
How are pupils helped? How do they obtain the treatment they
need? How are school programs adapted to their needs? These
questions are discussed in Chapter 6, "Health Counseling."
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Find out before school starts.
1 out of every 5 school children has defective vision.
1 out of every 25 is hard-of-heang.

Have your child's eyes and cars checked today.
Have yours tested at the same time.

Sponmortql I the l'Itysleinni4 of Your Community
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The Eyes and Vision.
Screening

Procedures for appraising each pupil's eye health, closely
integrate t! with other appraisal procedures, should be a part of
school lealth services. Mirlimum procedures, supplementing physi-
cians' e:,.mninations, incluae continuous teacher observations for
signs of suspected eye disorder and an annual ,_:;gram of vision
screening. These procedures are possible in every school ; equip-
ment is inexpensive and special personnel is ris_r essential.

Responsibility for programs to appraise eye health is shared by
administrators, physicians, nurses, and teachers. The administra-
tor or the school physician, if one is available, brings together
those who -_,hould share in planning the program and serves as a
liaison with medical groups and other persons having special
interest in the field of eye health. He solicits the help of these
persons i- selecting the particular type of vision screening test
to be used and requests their advice on other matters relating to the
eyes and vision. Nurses help teachers to understand the im-
portance of observing pupils' eyes and their reactions to tasks
requiring prolonged attention and accurate vision either for close
work or for distant work. Nurses may also help teacher become
skillful in conducting and interpreting vision screening.

The effectiveness of efforts to appraise eve health depends on
the competency of those who carry out the procedures involved.
Individuals who have responsibility for any aspect of the program
should be familiar with the common eye problems'of children and
youth, know the value of observing pupils' eyes, be aware of signs
and symptoms that reveal eye difficulties, and understand the
purposes and techniques of vision screening.

EYE PROBLEMS OF CHILDREN AND YOUTH

Since the eye is a complex organ composed of numerous parts and
formed by different types of tissues, it is understandable that it may
be afflicted by a variety of diseases, defects, and disorders. It is

71
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also a fairly frequent site of injury that may, in some instances,
lead to blindness. Acute conjunctivitis (so-called "pink eye") is
a common contagious eye infection. Signs of conjunctivitis and
other diseases may be identified through parent or teacher observa-
tions or through medical examinations. Children with these
'conditions need to be placed underexMit medical care without
undergoing any screening procedure.

More common than eye diseases are refractive errors, defects
of vision in which light rays do not properly come to a focus on
the retina. Strabismus, or cross-eye, and color blindness, although
less common, are other important eye problems. Strabismus is the
commonest cause of one-eye blindness in children--b7indness which
usually can be prevented.

Refractive Errors
Eye defects which cause images to be focused improperly on

the retina are called refractive errors. They ir Jude hyperopia,
myopia, and astigmatism and are primarily the result of develop-
mental processes affecting the length or shape of the :yeball,
although disease may be a factor. There is no evident,: ,.t:tt pco:
illumination or misuse of the eyes causes :efraetive

Statistical data available on the incidence and prevalence of eye
defects and disease vary from study to study, depending on the
testing standards and methods used, the criteria established for
referral, and the training and competency of persons doing the
testing. There is general agreement, however, that eye problems
increase from appri ,ximately 15 percent at 6 years of age to about
32 percent at 14 yet f age. Eye problems are so common and so
importan' that procedure:: for their identification should be de-
veloped in every school.

Parenthetically, all children should have complete eye examina-
tions during the preschool years. These will discover those condi-
tions that, unless treated before the <<ge of 6 or 7, in w lead to less
of vision, i.e., "lazy eye" blindness or amblyopia ex anopsia kdim-
ness of vision from nonuse).

Hyperopia, commonly referred to as farsightedness, is usually a
result of the eyeball. being shorter than normal from front to back
with the result that rays of light from distant objects focus toward
a point behind the retina. On the other nand, myopia, or near-
sightedness, occurs usually when the eyeball is longer than normal
and rays of light come to a focus in front of the retina. Astigma-
tism, which might be deScribed as "distorted sightedness," is caused
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NORMAL EYE

HYPEROPIC EYE HYPEROPIC EYE

CORRECTED BY LENS

MYOPIC EYE

,IMMINIMMI1

MYOPIC EYE
CORRECTED BY LENS

by an irregular curvature of the cornea or lens resulting in some
rays of light coming to a focus on the retina whereas others may
come together in front of or behind the retina. Astigmatism
frequently coexists with hyperopia or myopia. In contrast to these
conditions is the normal 'state in wl-ich rays of light from an object
are focused properly on the retina.

Hyperopia exists in many young children, but in most instances
this is merely a manifestation of their developmental level and is not

a
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necessarily an indication for the use of eyeglasses. The incidence
decreases as children grow older. Hyperopia associated with symp-
toms of eye fatigue, headaches, nervousness, or aversion to close
work is usually considered to require correction by glasses. It may
be a cause of disturbance of binocular vision.

Myopia is usually classified under two types : simple (physio-
logi'cal variation) and pathologic. Simple myopia, which includes
the great majority of cases, is optically "correctable" with pre-
scribed glasses. It includes myopia of both moderate and severe
degrees, the majority of cases being in the former category.
Pathologic myopia is associated with disease affecting the; various
tissue coats of the eye, the underlying cause of which is unknoWn ;
it may be congenital or acquired. In children, the incidence of
myopia increases with age.

Strabismus (Cross-Eye)

When the muscles of the two eyes fail to keep the eyes in align-
ment, the condition is called strabismus. The eyes may get out of
alignment in as many directions as they can be moved, so there
are many types of deviations. The most common is turning in
toward the nose, cross-eye.

Of the approximately 1.5 percent of children with some type of
strabismus, some will have had it since birth, usually, due to in-
heritance of muscle abnormalities. Sometimes birth injuries damage
the visual control centers in the brain or the eye muscles them-
selves. Since muscle defects present at birth will not correct them-
selves with the pas5.,age of time, an eye physician should be con-
sulted as soon as the condition is observed.

Many children with hyperopia (farsightedness) develop stra-
bismus between 21/2 and 3 years of age. This is believed to be due
to a combination of refractive errors, abnormality of eye muscles
or their attachments, or dysfunction of the control center in the
brain. To correct the condition it usually is necessary to treat all
causes. Children who are not farsighted also may develop strabis-
mus due to the last two causes. A marked difference in refractive:
error in the two eyes may cause strabismus. In a small percentage
of children strabismus is due to brain tumor, an intraocular growth,
or other disease of the eye or of the orbit.

Crossed eyes rarely if ever correct themselves. The cross-eyed
child should receive medical attention as 'soon as the condition is
noticed since delay may result in loss of vision in the crossed eye.
The child deserves early diagnosis of the cause. Preservation of
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sight is as important as improvement in appearance. Treatment
may include the prescription of medication, the prescription of
suitable glasses, covering the better eye with a patch so that the
"crossed" eye will be used, prescription of eye exercises, and sur-
gery. Frequently a combination of these measures is necessary.

Within the school environment .the cross-eyed child should be
protected from the emotional damage that may result from the
unkind comments of his cl assmates. Teasing, ridicule, and humilia-
tion may produce emotional distress fully as serious as the physical
condition. The understanding and sympathetic teacher can influ-
ence pupils' attitudes toward the child with strabismus.

Impaired Binocular Coordination
Some children who do not have a strabismus neveYtheless have

impaired binocular coordination, making it difficult for them to
gaze from point to point efficiently or to carry on prolonged close
work or prolonged chalkboard work. This condition is more compli-
cated than "muscle imbalance," which is usually a physiological
variable and may or may not contribute to impaired coordination.

Color Blindness
A small percentage of children is unable to distinguish colors

accurately, a condition known as color blindness. This is an in-
herited condition in which parts of the retina are not sensitive
to certain colors. Since there is no means of correcting the condi-
tion, those with this _-.ontz'Palify must learn to adjust to it. Chil-
dren with this condition need to be aware of it when making voca-
tional choices and when learning to drive automobiles. Both drivers
and pedestrians need to distinguish red lights from green ones.

FINDING PUPILS WITH EYE PROBLEMS

To help identify pupils having eye problems, school programs rely
primarily on two procedures: (a) observations and (b) screening
tests. The latter include screening for impaired visual acuity,
screening for color blindness, and sometimes screening for muscle
balance. Both observations and screening tests are needed; each
supplements the other.

What To Look For
Parents and teachers may observe a child's eyes and his behavior

as he uses his eyes. Many alert and observant mothers;seek medical
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care for preschool children whose eyes seem out of alignment;
whose lids appear red or crusted, who squint when looking at
distant objects, or who may stumble unduly.

The teacher may be more observant than many parents and may
be more aware of signs that indicate eye problems or inadequacy
of visual acuity. Observation is particularly important because, in
general, children do not complain of eye difficulties. They have no
basis for knowing that they do not see as well as they should.

Even before a child begins to read, certain manifestations of
visual difficulty may be observed, including

Attempts to brush away blur
Blinking more than usual
Frequent rubbing of the eyes
Squinting when looking at distant objects
Frequent or continuous frowning
Stumbling over objects
Undue sensitivity to light
Red, encrusted, or swollen eyelids
Recurring styes
Inflamed or watery eyes
Croved eyes, "wall" eye, or wandering" eye (regardless of degree).

Soon after reading activities have begun, other signs and symp-
toms may become obvious, such as

Holding a book too far away or too close to the face when reading
Inattention during reading periods, chalkboard, chart, or map work
Difficulty in reading or in other work requiring accurate use of the eyes
Inability or lack of desire to participate in games requiring accurate distance
vision
Frequent complaints of headache associated with close work
Poor alignment in written work
Tilting head to one side or thrusting head forward when looking at near or
distant objects
Irritability when doing 'close work
Shutting or covering one eye when reading.

Many children have eye defects that are more readily detected
by observations than by commonly used screening tests. A hy-
peropic child, for example, may do well on a vision test, but he does
so by excessive use of small muscles that regulate the thickness
of the lens. His eyes may become fatigued easily and he may have
intermittent periods in which the images he sees are blurred.
Such a child frequently becomes cross and uninterested in school
activities. The myopic child, on the other hand, usually shows no
undue effects from reading because in such activity he uses the small
internal muscles of his eyes less than his farsighted friend. How-
eVer, chalkboard or other distant reading may, cause him to lose
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interest because he does not see distant objects clearly. A child
may have faulty binocular vision, yet pass muscle balance screening
tests; but an observant teacher may note that he reads words out
of order or in the wrong line or misses them or loses his place in
reading.

Children with signs or symptoms of eye disorder should be
referred for a complete eye examination. Children with such signs
or symptoms need no screening tests.

Screening Tests for Visual Acuity
Many different vision screening tests are currently used in Ameri-

can schools. The choice for a particular community can best be
made by a local joint committee composed of school medical ad-
visors, nurses, and educators, with cc nsultation from local eye
specialists. Such a group should concern itself with follow-up pro-
cedures. In addition to its value in identifying pupils needing atten-
tion to their eyes, eye screening offers splendid opportunities for
health education.

Tests for visual acuity may be administered as soon as a child
can cooperate in a testing situation. Most children 3 years of age
are able to respond accurately to symbols on a special Snellen chart
(symbol E chart), if adequate preliminary preparation is given and
if the examiner-applies the principles of child psychology through-
out the testing period. Ideally, all preschool children should have
the benefit of a complete eye examination sometime prior to school
entrance. Educational maladjustment and related psychological
problems can be prevented when defects are found and corrected
before the child enters school. Identification of the visually handi-
capped preschool child makes it possible to plan an educational
program that will meet his particular need.

Since the eyes of children change as they, grow and develop,
screening tests should he given periodically to all school children
except those known to be under the care of an eye specialist. Many
schools conduct such screening tests annually, soon after the open-
ing of school. If such a schedule is, followed, most children with
defects will be discovered before adverse effects have an-opportunity
to develop. .

.-

Who Gives Screening Tests?
Screening tests may be given by a teacher, a nurse, a trained

technician, or a carefully selected and qualified volunteer. The im-
portant considerations are that the individual be prepared for his
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task, that he develop friendly relationships with pupils, and that he
work under the general supervision of a medical advisor. Under-
standing of screening techniques and procedures is essential. Since
screening tests are not designed to be diagnostic, it is unnecessary
and undesirable to have them given by an eye specialist. The use
of a specialist for this purpose would create the impression of a
diagnostic examination. Moreover, it would be an unwise use of
the time of such ft. person.

In many schools screening tests are given by teachers or by a
teacher and nurse working together as a team. As he participates
in vision screening, the teacher gains valuable information about
his pupils' vision. This enables him to correlate the results of the
screening tests with his observations and to participate effectively
in the counseling program as it relates to helping pupils obtain
needed treatment. The greater the teacher's understanding of a
pupil's visual problem the more interested he will be in the follow-up
program.

Preparing Pupils for Vision Screer.ng

Previous to vision screening, pupils should be informed concern-
ing the purposes of the test and the procedures to be followed, the
exact method of preparation depending on their age. With young
children, a demonstration of the test is appropriate. Older children
may be interested in learning how the eyes function, the relation-
ships between light and sight, or how lenses help to improve vision.
At all ages attention should be given to pupils' questions and effort
put forth to provide answers as complete as their maturity permits.
Procedures of this nature help to integrate health education and
health services.

Limitations of Screening

Emphasis must be placed on the fact that school eye tests are
"screening" tests and are not intended to diagnose the nature of eye
defects. They reveal .that a child does not see well, but the presence
or absence of eye disease or visual defect requiring correction can-
not be determined entirely on the basis of screening tests. The
young child may not do well on a test because he has not yet
acquired the habit of focusing and fixing accurately. On the other
hand, a child may read the small letters on a test chart but show
in other ways that he is unable to maintain good vision for pro-
longed close work or for prolonged copying from the chalkboard.
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One of the most significant facts to be picked up in the visual
acuity test is the presence of a difference in acuity between the two
eyes. Strabismus often is the cause of this inequality, and the
inequality sometimes leads to Arabismus.

THE SNIELLEN TEST

For many years the Snellen test has been used widely by physi-
cians and has been the most frequently used screening; teif fir
vision in schools. It requires the reading of test objects (letters,
numbers, or symbols) on a chart from a measured distance of 20
feet. The objects are of graduated sizes and the chart is constructed
according to scientific optical principles. Each letter size is num-
bered to indicate the standard distance at which a person with
normal visual acuity should be able to identify it. Hence, one is
said. to have "normal" central visual acuity for distance if he can
read the 20-foot line from a distance. of 20 feet.: It should be
remembered, however, that young children. cannot alwaysi,xead_the
20-foot line, :wen when their sight is normal for theillj stage- of
development.

For convenience, the results of the test are expressed as a frac-
tion, the numerator indicating the distance of the child from the
chart and the denominator the smallest line read correctly. How-
ever, this is not a true fraction and cannot be interpreted to indicate
the percentage of visual efficiency. .For example, 20/30 indicates
only that. the 30-foot line is the smallest line read correctly at a
distance of .20 feet. It actually represents 91.5 percent of visual
efficiency. Generally, 20/20 is considered "normal vision." ThoSe
with a visual acuity of 20/15 would have an unusually high degree
of visual acuity; the se with acuity of 20/30, 20/40, or less have
below what.is avel'age normal acuity of vision.

Without exception, all the multiple-testing devices avaiii.;1)l fo'r
screening incorporate the Snellen test, modified when required by
the optical characteristics of the instrument.

The Snellen test has several distinct advantages for use in schools;
it is inexpensive, requires no special electrical apparatus (although
the amount of light on the chart should be controlled), is easy to
administer, and takes an average of only about 1 minute per child.
If the Snellen screening test is combined with careful parent and
teacher observations; the majority of children who need to be re-
ferred for an eye examination will be identified.
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The Snellen test can be administered by a person without medical
or nursing training, but for accurate results there must be proper
equipment and preparation, testing procedures must be standard-
ized, and results must be carefully evaluated.

Preparation for Administering the Snellen Test

The Snellen chart must meet standard specifications concerning
the size and spacing of letters or symbols. Checking these standards
is a technical task which can be avoided by purchasing charts from
reliable sources.' Two types of charts are commonly used, one with
letters and the other with the symbol E in various positions. The
latter may be used with children from about 3 years of age and up;
the former, with children old enough to read letters easily.

For use in covering parts of the chart not being used, two pieces
of cardboard aeneeded. One 9' x 111/2" is used to cover the upper
half of the charttleaving the 50-, 40-, 30 -, and 20-foot lines exposed.
A smaller card, 9" x 314", can be clipped on the chart to cover the
section below the 20-foot line.

One window card, 11" x 14", with centered square hole 13/1," x
PK" should be used to show a single letter through the hole as the
test proceeds. The 134" x 134" sized hble permits this to be done
for the 20/20 to 20/70-foot lines. The card should be held vertically
for the 70-foot line; horizontally for the others. Results are more
reliable when the child sees only one letter at a time.

When the symbol E chart is to be used with small children, the
teacher or other tester should have two large E's mounted on either
side of a cardboard, with the shafts pointing in the same direction.
These are used to farriiliarize children with the various positions of
the E and make it possible for the tester to check to see exactly how
the child sees the symbol.

With equipment in readiness, attention should be given to other
arrangements. Illumination on the chart should be 10 to 30 foot-
candles, evenly diffused over the chart and with no glare. Amount
of illumination may be checked through use of a light meter.-
General illumination should be not less than one-fifth 'of the chart
illumination, and there should be no bright light in the child's field

'Equipment may be obtained from the National Society for the Prevention
of Blindness, 16 East 40th Street, New York, New York, 10016. A Suellen chart
with built-in illumination may be obtained from Goodlite Company, 7426
Madison Street, Forest Park, Illinois.

= A light meter may be pirchased or obtained from a local health department
or light compw
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of vision. In order to gain the child's complete confi,lence and co-
operation, the test must be given in a quiet room and with a rea-
sonable degree of privacy. The tester should be frienc.,y and patient.

The chart should be hung with the 20-foot line at average eye
height, and a line marked 20 feet away. Children may stand or sit
when being tested. If standing, their heels should touch the 20-foot
line; if seated, the backiegs of the chair should touch the line.

The Testing Procedure
For valid results children must be at ease and encouraged to do

the best they can. Children being tested for the first time with the
E chart need to be taught how to indicate the direction of the shafts
of this symbol in its different positions.

Both eyes should be open during the test, the eye not being tested
covered with a small card or folded paper resting obliquely across
the nose. For reasons of sanitation and aesthetics each child should
have his own individual card or paper.

A standardized routine avoids confusion and facilitates recording.
The following procedures are recommended: (a) If a child wears
glasses, test him with his glasses. (b) Test the right eye list, then
the left. (c) Begin with the 30-foot line and follow with the 20-foot
line. (Some testers prefer to begin with the 40-foot line.) It is not
necessary to test below the 20-foot line: If a child is suspected of
having low vision, or if he fails the 30-foot line, start with the 20-
foot line. (d) Keep unused parts of the chart covered, using the
window card to expose single letters. This Improves concentration
and prevents memorization,. (e) Move promptly and rhythmically
from one symbol to another at' a speed with which the child can keep
pace. (f) Consider that a child sees a line satisfactorily if he reads
correctly three out of four symbols. (g) Record results immediately
in fraction form, the numerator i.epresenting distance from the
chart (20 feet) and the denominator representing the lowest line
read accurately.

While testing, note if the child strains to see.. Evidence of this
includes tilting the head, watering of the eyes, excessive blinking,
thrusting the head forward, frowning or scowling, squinting, or
closing one or both fayes. Observations of this nature should be
recorded and the child referred for examination.

Selecting Pupils To Be Referred for Eye Examination
With the test completed and results recorded, the next step is the

selection of pupils for whom an eye examination is to be recom-
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mended. All children who have exhibited signs or symptoms of eye
disease or defect should be referred; testi_ig is not required. Chil-
dren failing the screening test should be retested before recom-
mendations are made for referral. When this is done, parents
should be nrcred to secure eye examinations for children who are in
the following categories: (a) those who consistently exhibit symp-
toms of visual disturbance, regardless of the results of the Snellen
test or other tests, (b) older children (8 years and older) who have
a visual acuity of 20/30 or less in either eye, with or without symp-
toms, and (c) younger children (7 years of age or less) who have
a visual acuity of 20/40 or less in either eye, with or without
symptoms.

OTHER TESTING PROCEDURES

Additional proCedures for testing various visual functions exist,
some of which may appropriately supplement the Snellen test.

Convex Lens Test

Screening for farsightedness (which may produce ocular dis-
lfort without impairing acuity) sometimes is accomplished

.rough use of convex lenses. With suitable convex lenses.' in a
testing frame, a pupil is asked to read the 20-foot line of a Snellen
chart with both eyes open and uncovered. If he can do this he fails
the test, for with the lens in front of his eye he should not be able
to see the 20-foot line clearly. The strength of the lens used is a
matter to be determined by the physician recommending the test.
Ability to read the 20-foot line indicates a degree of farsightedness
at least equal to the strength of the lens. The test is done only on
those who pass the Snellen test for acuity of vision. Since this is a
screening test, failure means that a child needs a complete eye
examination and not that he necessarily requires glasses.

Tests for Muscle Balance

There is at present no satisfactory screening test for impaired
binocular coordination.

Virtually all individuals, with or without symptoms and with or
without impaired binocular coordination, have "muscle imbalance"

Convex sphere test lenses are available through local opticians or from
Goodlite Company, 7426 Madison Street, Forest Park, Illinois.
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(lateral heterophoria).' It is a physiological variable following a
bell curve. Attempts have been made to find children with impaired
binocular coordination by "muscle imbalance" screening tests de-
signed to select those at the ends of the curve. Binocular coordina-
tion is dependent not On the amount of muscle imbalance alone but
on other factors which are identified at clinical examination but are
not subject to screening techniques. Near-vision tests of muscle
balance represent the end :result of many factors, making clinical
interpretation necessary, 'so. that near-vision muscle balance tests
are unsuitable for screening.

Even in distarice ,vision, screening by degree of "muscle im-
balance" will yield many false positives who have no abnormal con-
dition and pass as negative an appreciable percentage of those who
actually have impairment of binocular vision

Vertical heterophoria (tendency of the eyes not to remain on the
same level), on the other hand, is :thnormal, ,nd the screening tests
for it reliable; but the condition is not common. With respect to
lateral heterophoria, however, the tests do not clearly differentiate
between significant eye problems and physiological variables that
do not require treatment. Hence the value of all subjective "muscle
balance" tests in screening is limited. They should never he used
on children who fail the Snellen (visual acuity) test or the convex
lens test or who have been observed to have signs or symptoms. All
these children have been identified as in need of eye examinations
and therefore do not require further screening.

As a matter of fact, children with disturbance of binocular vision
have such a high frequency.of reduced visual acuity, hyperopia, and
eye signs or symptoms that the application of these criteria alone
is a useful means of screening for impaired binocular coordination.

Certain muscle balance tests are subjective tests presenting to
right and left eyes dissimilar targets seen simultaneously. One of
these is a "Maddox rod test." When a light is viewed through a type
of lens known as a Maddox rod, it is seen as a streak of light, the
direction of which is determined by the rods of the lens. The Mad-
dox rod lens is conveniently used in an ingenious way in the Massa-
chusetts Vision Test. (See page 84.) Another dissimilar target test
employs spectacles with a red lens before one eye, a green lens be-
fore the other, and two targets, one red and one green. Such a test

A comprehensive discussion of heterophoria and binocular vision is con-
tained in "Identification ei Schonl Children Requiring Eye Care," published
by the National Medical Found' a for Eye Care, 1100 seventeenth St., N.W.,
Washington, D.C. Single copy available on request.



84 SCHOOL HEALTH SERVICES

has been incorporated in the Atlantic City Vision.Test. (See below.)
Stereoscopic instruments u;:c cwo dissimilar targets, one of which
is visible to each eye.

The Massachusetts Vision Test
A screening device developed under the auspices of the Massa-

,thusetts Department of Health and, therefore, called the Massachu-
setts Vision Test is designed to apply the Snellen visual acuity test,
the convex lens test, and the Maddox rod test for muscle imbalance;
illumination is built in for the Snellen chart. ST!z:,essive tests
should be done only on those who have passed the preceding tests.

In the Massachusetts test two pairs of spectacles are used, each
with a Maddox rod for the right eye. One produces a horizontal
streak, thr. other a vertical one. A light is. placed in a small opening
corresponding to the window of a house drawn on a chart. The
house conforms to a definite scale so that if the streak is seen out-
side a specified area it indicates a selected degree of muscle im-
balance. The test is made at .1 distance of 20 feet. Successive tests
should be done only on those who pass the preceding tests.

Atlantic City Vision Test
The Atlantic City Vision Test equipment was developed in and

for the use of the city's school system." It incorporates (a) the
central visual acuity (Snellen) test; (b) thy: convex lens test ;
and (c) a test at distance only for :vertical and horizontal muscle
imbalance, employing red-green spectacles and red-green target,
one a small spot, the other a rectangle. In the latter test, a person
with normal muscle balance sees the spot inside the rectangle.
Vertical and horizontal balance are simultaneously screened by one
test. Illumination is built in for the Suellen chart. Successive tests
should be done only on those who pass the preceding tests.

Stereoscopic Screening Devices
Stereoscopic devices for eye screening purposes are available.'

The Massachusetts Vision'Test equipment-may be obtained from American
Optical Company (Southbridge, Massachtisetts) and Welch-Allyn Company
(Skaneateles Falls, New York).

Atlantic City Vision Test may be obtained from Freund Brothers, Atlantic
City, New Jersey.

' Stereoscopic school screening instruments are available as follows: "School
Vision Tester" from Titmus Optical Company, Petersburg, Virginia; "New
York School Vision Test" from Bausch and Lomb Optical Company, Rochester,
New York; and "Telebinocular School Vision Test" from Keystone View
Company, Mcadville, Pennsylvania. A stereoscopic screening instrument is also
available .,:rom American Optical Company, Southbridge, Massachusetts.
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All employ test targets viewed through a binocular device designed
to test central visual acuity, muscle balance, and color vision; some
devices include a convex lens test. A number of these instruments
are furnished with tests of other components of binocular vision.

Opinions vary as to the value of these instruments in schools.
Some eye physicians consider their use for screening acceptable
provided the tests selected for use are only those based t.n the
physiological principles of the central acWcy (Snellen) test, the
convex lens, test, and (subject to the limitations previously noted
for them) the distant muscle imbalance tests. Decisions concerning
their use must include consideration of cost and the possibility
that they may not clearly differentiate between significant eye
problems and minor deviations and physiological variables that do
not require ,,reatment. In any case, a local committee should exer-
cise discretion in the selection of tests and establishinent of stand-
ards regardless of what tests are provided by the manufacturer.

Testing Ability To Identify Colors
Since normal color vision is needed in certain occupations, it is

desirable to test pupils' ability to distinguish colors .before entrance
to the junior high school grades, a time when vocational choices
frequently are considered.

Two color vision tests satisfactory for school use are the Hardy-
Rand-Ritter Test (American Optical Company, Southbridge,
Massachusetts) and the lshihara Test (Takamine Overseas Cor,..
poration, 10 East 40th Street, NeW York, New. York). Color
tests need to be given with natural daylight illumination, but not
direct sunlight. Directions accompanying test materials should be
followed carefully; otherwise the results are not reliable. Tests do
not need to be repeated because ability to identify colors does not
change.

EFFECTIVENESS OF VARIOUS SCREENING PROCEDURES

What tests Can be used most effectively for screening children
for vision defects? Who can give these tests most successfully?
How do the various tests compare in identifying pupils who need to
be referred for eye care? Answers to these questions are of basic
importance to those .. who have responsibility for school health
services.

Help has been provided by a comprehensive study conducted in
the St. Louis schools by the National Society for ale Prevention
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of Blindness, the U. 3. Children's Bureau, the Division of Health
of the state of. Missouri, the St. Lou-Pis Board of Education, the
Department of Ophthalmology of Washington University School of
Medicine, and the Office of Naval Research.` Among other findings,
the study showed that no screening procedure can identify visual
defects as effectively as an ophthalmological examination and that,
in general, the greater the number of correct referrals from a .

screening test, the greater the number of incorrect referrals..
With our present knowledge and the advances expected, it would

be well for those responsible or concerned with appraising the
visual status of school children to seek the latest information from
those private, professional, and governmental agencies that have
been charged with or have accepted responsibilities in the field
of prevention of blindness and sight conservation. What is best
in one school situation may not be best in another.

SOME SPECIAL PROBLEMS

As with other aspects of health appraisal, the identification of
vision problems through observations, screening tests, and examina-
tions by a specialist is of limited value if provision is not made for
effective counseling and follow-up. In. general, these procedures
will be the same for all types of health problems and are described
in a later chapter (Chapter 6, "Health Counseling"). They involve
encouraging parents to obtain needed care for their children and
providing appropriate educational adaptations. In the area of eye
health, however, there are certain peculiar problems. These relate
to the various types of services available to the public, the nature
of an eye examination, and the relationships between light and
sight and between eye problems and reading disability.

Obtaining Eye Care
Since one goal of follow-up is to help pupils secure a complete

diagnostic examination by a qualified person, it is essential that all .
concerned with eye problems be familiar with the different kinds
of persons who may be involved. They are defined as follows:"

" Crane, Marian M., M.D., and others. "Study of Procedures Used for Screen-
ing Elementary School Children for Visual Defects." American Journal of
Public Health 42: 1430-39; November 1952.

" These definitions are from Health Information Series., No. 64, U. S. Depart-
ment of Health, Education, V,'clfure.
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An ophthalmologist or oculist is a physicianan M.D.who
specializes in diagnosis and treatment of defects and diseases of the
eye, performing surgery, when necessary or prescribing other types
of treatment, including glasses.

An optometrist, a licensed, nonmedical practitioner, measures
refractive errorsthat is, irregularities in the size or shape of the
eyeball or surface of the corneaand eye muscle disturbances. In
his treatment the optometrist uses glasses, prisms, and exercises
only

An optician grinds lenses, fits them into frames, and adjustS the
frames to the wearer.

Children who show signs of eye difficulty or who fail to do well on
screening.tests should be urged to have a professional eye examina-
tion. It should be explained that observations or screening test
failures merely suggest the presence of an eye problem. Whether
a problem actually exists and whether it is an optical defect cor-
rectable by glasses or a more serious condition can be determined'
accurately only through a careful examination. Because of the
popular misconception that glasses are the cure-all for eye difficul-
ties, care should be taken by those making referrals not to imply
that glasses are needed.

Nature of Eye Examinations
In contrast to a screening test, an examination by an eye physi-

cian is designed to study the functioning of all parts of the eye,
to diagnose abnormal conditions, and to determine the procedures
necessary to correct or alleviate them. In addition, an eye examina-
tion may furnish important clues to disturbances of general health.

A careful examination includes family and personal history of
health and of eye difficulties, inspection of external and internal
structures of the eyes and of surrounding tissues, and *measure-
ments of the various aspects of visual function. Various instru-
ments are used in the examination of 'different parts of the eye.

The diagnosis of a refractive error is made in terms of the type
and strength of lens required to neutralize the error and to permit
sharp focusing of the image on the retina. To secure accurate
measurement of refractive errors, it often is necessary to instill
a drug called a cycloplegic, the use of which is limited to the
ophthalmologist. This dilates the pupil and relaxes the muscles
that regulate the shape of the lens. Use of this type of drug is
particularly important in determining the extent of refractive
errors in young people and is virtually always required when
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strabismus is present. A dilated pupil is essential when a complete
examination of the eye is to be done.

Muscle balance may be tested in various ways. Tests are also
made of fusion, the ability to integrate the images from both eyes,
and sometimes of depth perception and color vision. When the need
is indicated, the fields of vision (side vision) may be measured
with an instrument called a perimeter or with a tangent screen.

Light and Sight
Seeing is an extremely complicated process involving coordina-

tion of factors which have their origin in two sources: (a) those
within the individualthe eyes through which to see and the brain
to interpret the messages sent to it from the outside world through
the eyesand (b) those in the environmentthe light by which
to see and the object to be seen.

It is difficult for even normal, healthy eyes to work comfortably
and efficiently in the presence of glare or in the absence of, sufficient
well-diffused, well-directed, and well-distributed illumination. (For
recommendations on School Lighting, see Chapter 12, "Services
Related to Environmental Sanitation.")

Light-colored, pastel walls and woodwork, white ceilings, gray-
green chalkboards, blond furniture and natural wood floors, all free
of shine or glosS, will help to provide reflected light of acceptable
quality and also contribute to the cheerfulness of the classroom
environment.

Eye Problems and Reading Disability

It is estimated that at least 15 percent of the school population of
the United States has some degree of reading disability. In some
cases this is due to eye defect or disorder, but many other factors
must be considered. Parents of children who do not read well should
secure an eye examination for them to rule out ocular causes of
reading difficulty. Factors related to reading difficulties include
intelligence, general health, emotional problems, lack of motivation,
brain damage around the time of birth, poor hearing, and impaired
vision. Correction of reading disability can best be planned after
a complete appraisal of a child and his problem, including attention
to physical, emotional, educational, and sociologic factors. Poor
reading due to visual difficulties may be a result of optical defects,
faulty binocular vision, or disease of any part of the visual system
from the eye to the brain.



THE EYES AND VISION SCREENING 89

In a study by Park '° at the Dyslexia Memorial Institute, about
four times as many boys as girls had dyslexia (reading disability)
and 19 percent of those with dyslexia showed visual defects suffi-
cient to require treatment; there were twice as many with hy-
peropia as myopia.

When reading difficulties are caused by errors of refraction or
other eye abnormalities, eye examination and treatment are first
requirements, to be followed by remedial education. The latter may
involve a change in teaching method, correction of poor reading
habits, provision of material in clear type, and good lighting condi-
tions. If necessary, mechanical devices may be used to accelerate'
the speed of slow. readers or to improve eye movements. It is far
more important, however, to prevent reading disabilities by a
thorough eye and general medical examination before reading is
undertaken and by an understanding of the various factors of
reading readiness.

ClasSroom furniture should be so adjusted to individual children
as to facilitate good posture and to make easy the selection of proper
working distances. Since the child is not usually the best judge
of proper reading distances (about-14 inches), he should be taught
proper habits of eye uses. Teachers who are unaware of the neces-
sity for developing such habits may tend to limit their attention
to subject matter or to some particular skill they are emphasizing,
and thus fail to encourage the health habits which should be
developed during reading. Children's eyes are precious.. Attention
to claSsroom lighting and safety precautions combined with ob-
servations and screening tests to discover early signs and symptoms
of disease, defect, or disorder, followed by counseling directed
toward seeing that pupils obtain needed treatment, can do much
to 'safeguard eyes and to help children maintain good eye health
and good vision.
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Chapter

Hearing Impairment and
Hearing Testing

School health services should include efforts to help pupils
maintain good hearing, to identify those who have hearing difficul-
ties, and to help those with hearing problems obtain the help they
need.

Many diverse, procedures may be used by schools to conserve the
hearing acuity of children and youth. Teachers may carefully ob-
serve the hearing of those under their supervision, and screening
tests of auditory acuity may be conducted at regular intervals.
Through health counseling, parents may be urged to take pupils
with apparent or suspected ear disease or hearing difficulty to a
physician for diagnostic examination and needed treatment. In
some instances special programs of education need to be provided.
All these precedures should be coordinated with other community
activities related to identifying and helping individuals who are
hard of hearing or deaf.

Have you ever viewed television when the sound portion of the
program was temporarily lost? The entertainment loses a 'great
deal of its significance and may become almost meaning-less, for
both sight and hearing are needed for its full enjoyment. Similarly,
a child gains perception of the outside world through combination
of impressions received from various sense organs. Hearing is
essential for a balanced concept of the environment, for full benefits
from school activities, for a reasonable understanding of the re-
actions of playmates and classmates, and even for physical safety.

Childhood is a time of gradual adjustment to a complex world.
When hearing is absent or impaired, the picture of that world is
incomplete or distorted, and zest for living may be decreased. Learn-
ing to read and spell is hard enough for a normal-hearing child who
can discover the various. links between an object, its spoken name,
and the graphic symbols that finally represent it; but to the hearing-
impaired child these connections are confused or nonexistent. His
rate of learning may be slowed, and his speech developmentinay be
retarded or entirely lacking. Inability to hear exclamations and to
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detect modulations of the voice makes the communication of emo-
tions difficult and often retards emotional growth.

HEARING IMPAIRMENT

Most children hear well. They are ordinarily equipped at birth
with the anatomical parts for receiving sound waves, transposing
them into nerve impulses, and conducting them to the receiving
centers of the brain. In certain instances, however, parts of the
hearing apparatus are malformed or become damaged by disease
or accident, and hearing impairment results.

Hearing impairment may be congenital or acquired, may range
from mild to profound in degree, and may be caused by malfunc-
tioning of the outer, middle, or inner ear, or in some cases by in-
volvement of the nerve that connects the inner ear with the brain.
It is convenient to divide hearing impairment into two main types:
(a) conductive impairment, when the difficulty lies in either the
outer or the middle ear, and (b) sensorineural impairment, when
the inner ear or the nerve of hearing (auditory nerve) is involved.
Sometimes both conductive and sensorineural impairment are
present, in which case the impairment is referred to as being
"mixed."

Outer Ear Problems
Hearing impairment stemming from outer ear involvement is

rare and,. with the exception of a congenital closure of the ear
canals usually associated with other congenital malformations, is
temporary. The commonest cause of conductive impairment due
to involvement of the outer ear is an accumulation of wax that
blocks the canal, thus preventing sound waves from reaching the
eardrum membrane. Some people produce more wax than others
and require periodic removal of the excess wax. It is dangerous for
a person to attempt to remove the wax himself or for parents to
probe into their children's ears, since the skin lining tiic canal may
be lacerated or the eardrum may be damaged or perforated. The
removal or wax should be accomplished only by the physician. In
addition to wax, other substances may cause blockage of the ear
canal. Some children are prone to stuff objects into their ears, such
as peas, beans, and pebbles. As in the case of wax, the removal of
such objects should be left to the physician. Of course prevention
is the better part of discretion, and children should be taight to
keep all objects small enough to penetrate the ear canal away from
the ear.
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Middle Ear Disease
By far the majority of cases of hearing impairment in children

of school age are associated with an involvement of the middle
earthat portiun of the hearing mechanism lying between the
eardrum membrane and the bony wall encasing the inner ear. The
middle ear is connected with the nasal cavity by the Eustachian
tube, which serves as a pressure-equalizing device so that the
pressure on both sides of the eardrum membrane will be the same,
but which also provides a convenient pathway for infection from
the nose and throat to reach the middle ear. Sound vibrations are
transmitted across the middle ear by a bridge of tiny bonesthe
hammer, anvil, and stirrupknown as the ossicles, or the ossicular
chain. The ossicles connect the eardrum membrane with a "win-
dow" in the bony wall of the inner ear. For vibrations to be trans-
mitted efficiently to the nerve receptors in the inner ear, the ear
drum membrane and ossicular chain must be freely movable.
Fluid in the middle ear cavity or adhesions on the ossicles will
impede the transmission of vibrations to the inner ear and thus'
result in some hearing loss.

Middle ear disease, otitis media, may result from an upper
respiratory infection, such as measles, mumps, or even a common
cold, which reaches the middle ear through the Eustachian tube.
Improper nose-blowing (pinching the nostrils while blowing or
blowing too forcibly) often contributes to the transplantation of
infection from the nasal passages to the ear. When infection does
reach the middle ear, the cavity becomes filled with infectious
matter that then exerts pressure on the eardrum membrane, forc-
ing it to bow outward. When the pressure becomes sufficient to
overcome the tensile strength of the drum membrane, the membrane
ruptures, releasing the infectious matter into the ear canal. Un-
fortunately, such a rupture may produce a perforation of the drum
membrane so large that it will not heal, thus causing some perma-
nent hearing loss and posing a threat to the middle ear of infection
from the outside. When there is danger of spontaneous rupture of
the drum membrane because of increased pressure from within the
middle ear, the physician prefers to lance the membrane to provide
release of the pressure and drainage. A surgical incision in the
membrane will heal rapidly with a minimum of scar tissue, so that
no permanent damage is done to the hearing.

Before the days of antibiotics, it was common for an ear infection
to spread to the air cells of the mastoid bone and produce a condi-
tion called mastoiditis. Since the infection could then spread through
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the bone and reach 'he brain, mastoiditis was a dangerous compli-
cation of otitis media and sometimes a cause of death. Fortunately,
modern drug3 can control infections so that it is rare today to hear
of anyone dying from mastoiditis. Whenever a child complains of
an earache, prompt medical attention is indicated so that any in-
fection that may be present can be controlled before it causes
dangerous complications or produces permanent damage to the
middle ear. In every case of an upper respiratory infection, the
possibility of otitis media must be kept in mind.

Another type of otitis media results from the improper func-
tioning of the Eustachian tube. Swollen tissues around the opening
of the tube in the nasal passage or the presence of adenoid tissue
can prevent the Eustachian tube from performing its function of
ventilating the middle ear. When the air that is present in the
middle ear has been absorbed, the pressure in the middle ear
becomes negat,-.0 in relation to the outside pressure. As a result,
the eardrum inehibrane is drawn inward and the efficiency of the
sound-conducting mechanism is impaired. The negative pressure in
the middle ear may force the exudation of serum from the tissue
lining the middle ear and the Eustachian tube, so that the middle
ear cavity becomes partially or completely filled with fluid. If this
fluid is permitted to remain in the middle ear, it gradually becomes
thickened and gluelike, so that further impairment of the efficiency
of the sound-conducting mechanism results. While a: drum-
retracted type of otitis media does not pose a threat to life, such
as is potentially present in infectious conditions, it does constitute
a common cause of conductive hearing impairment, particularly in
enildren. It is important, therefore, that the patency of the Eusta-
chian tube be maintained. Swelling of the tissues of the nasal
passages associated with a cold or with an allergic condition should
be controlled with medication. Excessive adenoid tissue should be
surgically removed. In some cases it may be necessary to evacuate
the fluid or gluey matter from the middle ear by incising the ear-
drum membrane and using suction. When one experiences dis-
comfort and a feeling of blockage of the ears while flying or even
while driving in hilly or mountainous country, the Eustachian tube
is not functioning properly; if the discomfort and feeling of block-
age persist, one should seek medical attention.

Even when permanent damage has occurred to parts of the
sound-conducting mechanism from infections or adhesions, it is
possible in many cases to restore the hearing to within normal
limits through techniques of plastic surgery within the middle ear
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or on the eardrum membrane. Conductive hearing impairments
need not produce permannit hearing loss if proper medical care is
obtained. Since prompt attention can prevent serious hearing prob-
lems or dangerous complications, it is important rot to neglect any
symptom of middle ear involvement, such as an earache, a feeling
of "fullness" in the ears, or any reduction in hearing acuity.

Mention should be made of a special disease of the bony capsule
of the inner ear that causes a progressive loss of hearing in those
afflicted. In the disease called; otosclerosis, thought to have an
hereditary basis, a spongy type bf bone grows around the window
linking the middle and inner ears. This spongy bone causes a fix-
ation of the stirrup bone so that it cannot transmit vibrations from
the eardrum membrane and the other ossicles to the inner ear.
Otosclerosis rarely becomes manifest until one is in his late teens
or early twenties, although occasionally the condition is diagnosed
in childhood. Fortunately, operative procedures have been devel-
oped to overcome the conductive blockage caused by otosclerosis,
so all but a few of the individuals having this disease can have
most if not all of their hearing restored through surgery.

Involvement of the Inner Ear or the Nerve of Hearing
Sensorineural hearing impairment results from an involvement

of the inner ear or the nerve of hearing. Actually, the inner ear
consists of two end organs encased within the same bony capsule
and bathed in the same fluid: the end organ for the sensation of
balance, called the vestibular mechanism, and the end organ for
hearing, called the cochlea. Most congenital hearing problems re-
sult from damage to the cochlea. These may be on an hereditary
basis, or they may be caused by infections incurred by the mother
during the early weeks of pregnancy, for example, German measles
(rubella). Many congenital losses of the sensorineural type are
profound in extent, to the point of complete deafness. Frequently
both balance and hearing will be affected.

Sensorineural hearing impairment may be acquired at any time
after birth, and the extent of the involvement may vary from mild
to profound. Certain viral diseases, such as measles and mumps,
can cause destruction of nerve tissue within the cochlea. Meningitis
commonly causes profound hearing impairment. Vascular dis-
turbances may produce hearing impairment by depriving the
cochlea of oxygen. A skull fracture that extends through the area
of the inner ear may produce deafness in one ear. The exposure to
sudden loud noises can cause permanent damage to the hearing.
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In many people the exposure over long periods of time to noise of
moderate to high intensity will result in a progressive loss s hear-
ing of the sensorineural type. Some lifesaving drugs have been
found to have toxic effects on either one or both parts of the inner
ear. Pressure on the nerve of hearing from a brain tumor will
cause a sensorineural loss, usually in just one ear. In sensorineural
hearing impairment the acuity for high pitches is frequently less
than acuity for middle or low pitches.

A sensorineural impairment is not amenable to medical or surgi-
cal care. Once nerve tissue of the type found in the inner ear has
been destroyed, it cannot regenerate. Sometimes medical care can
prevent a further deterioration of the hearing, but it cannot restore
what has already been lost. Fortunately, relatively few of the hear-
ing problems found in children of school age are of the sensorineural

DISCOVERING HEARING DIFFICULTIES

Information about the hearing ability of pupils may be obtained
in many different ways. Sometimes an understanding mother in-
forms the teacher that a particular boy or girl does not hear well.
Her physician may have desirably suggested that she give this in-
formation to school personnel. At other times, the teacher learns
about pupils with hearing difficulties by observing their behavior
in the classroom and noting their reacHons to new situations. In
most instances hearing impairments are identified by screening
tests for auditory acuity, which are performed routinely in many
school systems. Measurements of .hlearing acuity are made with an
instrument called an audiometer.

Parent and Teacher Observation
Hearing impairment may be revealed by a child's appearance or

behavior. A parent or teacher should suspect the presence of a
hearing problem if a child presents one or more of the following
conditions:

Failure to respond to conversation when head is Wined away
Cocking the head to one side
Failure to follow directions
Frequent requcsts for repetition of a word or sound
Faulty pronunciation of common words
Speaking Loo softly, too loudly, or with an unusual voice quality
Difficulty in locating the source of sound
Unusual dependence on visual cues
Inattention, restlessness, aggressiveness, or apathy
Unexplained decrease in school achieverieot.
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Many of the above manifestations of hearing impairment can
represent other kinds of problems, of course; so such observations
only arouse suspicions concerning a pupi,"s hearing. They indicate
a need for further study, a hearing test, or a medical examination.
The teacher's observations may go further, nowever. Intermittent
periods of altered behavior, expecially if associated with respiratory
infections or absence from school for illness, are significant.
Earache, discharge from one or both ears, use of cotton in the ears,
and persistent mouth breathing are positive signs of ear, nose, and
throat difficulties.

Although observations of parents and teachers will identify many
instances of ear disease and hearing disorder, they will not uncover
all cases of impaired hearing. Moderate hearing impairment in
both ears or severe impairment in one ear may be present without
the parent, teacher, or pupil's suspecting that a problem exists.
For this reason screening tests of hearing acuity are essential.

The Pure-Tone Audiometer

Individual tests with a pure-tone audiometer can be given to
pupils of all school ages. They provide a simple, reliable, and effec-
tive means of screening children with hearing impairments from
those with normal hearing.

The pure-tone audiometer is an instrument that produces tones
of various frequencies (pitches) over a wide range of intensities
(loudness). The frequencies range from an octave below middle
"C" to five octaves above middle "C" in intervals of octaves and
half-octaves. The intensities range from a level that is barely per-
ceptible to the keenest ear to a level that is almost uncomfortably
loud. Frequency is measured in units of cycles per second (cps),
and the range of the audiometer is from 125 to 8,000 cps. Intensity
is measured in logafirimic units called decibel; (db). The range
of intensity available for most frequencies is from 10 db (that is,
10 db better than the average normal ear's acuity) to +100 db in
steps of 5 db. Zero db intensity at each frequency represents the
intensity required for the average normal ear to detect the presence
of a tone.

The pupil being tested hears the tones presented through ear-
phones. The threshold of hearing at any frequency is the minimum
intensity required of the individual to respond correctly to the
presence or absence of the tone at least 50 percent of the time. Each
ear is tested-separately and its threshold at each of the test frequen-
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cies is graphed on a form called an audiogram. In addition to the
controls for frequency and intensity, the audiometer contains an
interrupter switch, which permits the tester to introduce or to
interrupt-the stimulus at will, as a check on the pupil's responses.

Screening with a Sweep Test

The audiometer may be used ei4-her as a screening device or as
an instrument for. measuring the threshold of hearing. When used
for screening, the audiometer is set at a predetermined intensity
level-10 or 15 dband then various frequencies are presented to
the subject. Because the tester can "sweet)" through all of the fre-
quencies in rapid order, this test is often called a sweep test. It is
necessary for the tester to check the pupil's responses both for
detecting the presence of the tone and for detecting when it is
turned off by using the interrupter. Even so, a screening test can
usually be performed on both ears in about 2 minutes.

The purpose of the screening test is to identifY individuals whose
hearing at one or more frequencies is outside the range of normal.
If the testing environment is sufficiently quiet, a 10 db screening
level should be employed; otherwise, a 15 db level is more appropri-
ate. Room or outside noise interferes with hearing low frequencies.
In a screening test there is no reason to test at 125 cps, and if noise
is any problem, 250 cps can be omitted also. If a boy or girl con-
sistently fails to hear 500 cps at the screening level employed while
responding without difficulty to higher frequencies, it is likely that
room or outside noise is interfering with the accuracy of .the test.
In most school hearing surveys, between .5 and 10 percent of the
enrollment will fail to pass the screening test. If more than 10
percent fail, the tester should reexamine his technique, check the
accuracy of calibration of the audiometer, or evaluate the possible
effect of environmental noise on his test results.

Technique for Threshold Testing

Pupils who fail to respond to one or more frequencies in either
ear in the screening test should be given a threshold test; that is,
their thresholds at each of the test frequencies should be charted
on an audiogram. If there is any difference in acuity between
the ears, the better ear should be tested first. It is advisable to
commence the test at the frequency of 1,000 cps, since research
has demonstrated that the test-retest reliability of 1,000 cps is
greater than at any other frequency. The pupil is instructed to
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raise his finger, to push a button that operates a signal light
on the dial of the audiometer, or to say "yes" when he hears a tone,
and to-lower the finger, release the button, or say "no" when he
realizes the tone is not audible. Naturally, the seating arrangement
must be such that the student cannot see the audiometer dials or
the manipulations of the tester. If there is a choice in the switching
arrangement available on the audiometer, it is preferable that the
tone be "off" except when the interrupter switch is depressed.

With the intensity control set at minimum intensity (-10 db),
the tester depresses the interrupter switch and gradually increases
the intensity until the individual signals that he hears the tone.
It is advisable to increase the intensity another 10 db in order to
give the subject a clear impression of the stimulus. Then, still
keeping the interrupter depressed, the tester gradually decreases
the intensity until the pupil signals that he no longer hears the
tone. Immediately the tester increases the intensity until the child
again responds. At this point the interrupter is released, making
the tone immediately inaudible. The pupil should of course signal
that he no longer hears the tone. With the tone off, the tester
decreases the intensity by 10 db and then presents a spurt of 2
to 3 seconds' duration. If the student responds, the tester decreases
the intensity by another 10 db and again presents a spurt of tone.
If the pupil does not respond, the intensity is increased by 5 db
and another spurt is presented. If still there is no response, another
5 db increase is made and another .spurt is presented. When the
child responds, the intensity is decreased by 10 db and the same
pro3edure just described is repeatedthat is, increases in intensity
of 5 db are made until the pupil responds, at which time the
intensity is lowered by 10 db and the process is repeated. The
tester is searching for the minimum intensity level at which the
individual responds correctly to the presence of the tone at least
50 percent of the time, when threshold is approached from in-
audibilitythat is, by an ascending technique. Several trials will
be r'equired before the tes-,er is satisfied that the pupil is respond-
ing consistently. When threshold has been determined at 1,000
cps, the frequency selector is moved to 500 cps and the same
process of threshold determination described for 1,000 cps is fol-
lowed at 500 cps and all other frequencies to be tested.

After threshold has been measured at 500 cps, the frequency
selector is moved to 250 cps, which is generally the lowest fre-
quency that is tested. Then a repeat threshold measurement is
made at 1,000 cps. The purpose of the second threshold measure-
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ment at 1,000 cps is to check on the reliability or consistency of the
pupil's responses. If the second threshold at 1,000 cps is not within
plus or minus 5 db of the first one, then the tester knows that
the boy or girl being tested is not responding consistently, and
the validity of the audiogram being obtained is suspect After
the second threshold determination at 1,000 cps, the frequencies
higher than 1,000 cps are tested : 2,000, 4,000, 6,000, and perhaps
8,000 cps. If there is a marked difference in threshold between
1,000 and 2,000 cps or between 2,000 and 4,000 cps, it is advisable
to test also at the intervening half-octavl interval-1,500 or 3,000
cps.

After the audiograrn for the first ear has been charted, the tone
is switched to the other ear, and the same procedure is followed in
obtaining threshold measurements at all of the test frequencies. It
is possible that the tester will note' differences in acuity between
the two ears of 40 or more db at some or all frequencies. If such
differences are noted; then the tester should be aware of the
possibility that the pupil may be responding to the tone in his
better ear, even thoughit is being presented only to the other ear.
In other words, when the tone is mr".:"ie sufficiently intense, the ear
not under test can respond, so that the acuity of the better ear
interferes with the threshold determination of the poorer ear. When
the difference in a;..uity between the ears appears to be of the order
of from 40 to 60 db, the tester should suspect that he might be
getting a "shadow" curve of the better ear's acuity instead of the
true threshold responses of the poorer ear. He should repeat the
threshold measurements of the poorer ear while putting a masking
noise in the earphone covering the better ear. The audiometer is
equipped with a masking noise and an intensity control for the
noise. The child should be told that he will hear a steady noise
.n his better ear but that he should respond only when he hears
one of the test tones. The masking noise is then switched on and
the intensity is increased until it is maximum. Threshold determina-
tions for the test tones in the poorer ear are then repeated. The
tester may discover that when the better ear is masked, the
poorer ear does not respond at even the maximum available in-
tensity at some or all frequencies. Without having made use of
the masking noise, the tester would have erred in recording the
thresholds of the poorer ear. If the same threshold levels are
measured with the masking noise as without it, then the comparison
of results assures the tester that the true difference in acuity be-.
tween the ears is only from 40 to 60 db.
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Hearing Impairments Which Are Medically
Significant

The purpose of the threshold. test performed in a school hearing
testing program is to determine whether or not a child who has
not passed the screening test has sufficient hearing impairment to
cause concern, that is, to make advisable a medical examination of
his ears. There is no definite point at which a deviation from

a"normal" hearing should cause concern, but by agreement loss
in either ear of 20 db or more at two or more frequencies or a loss
of 30 db or more at any single frequency is considered to be "med-
ically significant." A child witha, medically significant loss should
have a medical examination of his ears to determine whether or
not any medical or surgical care is indicated.

Many children will have "medically significant" hearing loSses
according to the above standards on the basis of a loss only at
4,000 cps. In such cases, a medical examination will rarely reveal
any condition that is amenable to treatment. It is thought that a
loss at only 4,000 cps may indicate a congenital defect perhaps on
an hereditary basis, or it may represent the effect of an accumula-
tion of insults from ,environmental noise on a cochlea that has an
inherent weakness at the point where 4,000 cps is received. Whether
or not such losses are static or progressive can be determined only
after a subject has been follawed with testing over a period of
timeperhaps years. Because of the prevalence of 4,000 cps
lossesmost of them unexplainablesome phyieians prefer to
consider that a loss at only 4,000 cpS does not con -,titute a medically
significant loss. The most important frequencies on. the audiogram
are 500, 1,000, and 2,000 cps, since there is a high correlation
between the average hearing level at these frequencies and an indi-
vidual's ability to hear speech.

Other Screening Tests

In some school systems, the identification of individuals with
hearing problems is accomplished through the use of group screen-
ing tests. As a matter of fact, the first school tests employed in
this country were groUp tests conducted with a phonograph speech
audiometerthe so-called fading numbers test. In recent years this
test has not been used extensively because it was proved to be a
relatively inaccurate means of identifying children with hearing
impairments.
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Some group tests utilizing pure-tone stimuli have been employed,
for example, the Massachusetts group pure-tone test,' and the
pulse-tone group pure-tone test.2 With children of third-grade age
or older these group tests are efficient, but with younger children
it is necessary to use individual tests. The group test equipment
is more expensive to procure and to maintain, and it is doubtful
whether the time saved through screening as many as 30 or 40
children simultaneously is worth the additional expense and the
bother of assembling and disassembling the equipment. The major-
ity of hearing problems identified in a school hearing conservation
program will be in kindergarten and th'.! first three grades, where
the usual group techniques are not suitable anyway.

The availability of various screening procedures points up the
need to select the type of test which will be used in a particular
school or school system. Whether the sweep test is to be usedthe
procedure generally preferredor some other screening test should
be determined locally. This should be done by interested school
personnel with assistance from hearing specialists and repreSenta-
fives of the health department and local mediCal society. Considera-
tion should be given to such factors as cost of equipment, personnel
needed, time required for tests, and simile matters.

THE TESTING PROGRAM

Factors to be considered in formulating a testing program in-
clude (a) facilities, (b) the tester, (c) pupils to be tested, (d) the
recording of results, and (e) follow-up procedures.

Facilities
Briefly, the requirements for the testing room are reasonable

quietness and freedom from interruption. The room should be
isolated from the disturbing sounds of music rooms, gymnasiums,
restrooms, telephones, typewriters, and traffic noises. The room
should be large enough to accommodate a table and chair for the
tester, and three or four chairs for pupilsthe one t :ing tested and
others waiting to be tested. A teacher or an older student must
supervise the flow of children to and from the testing area.

In some states, mobile testing units are becoming popular.
These are buses or trailers that have been specially constructed

1 Johnson, Philip W. "The Massachusetts Hearing Test." Journal of the
Acoustical Society of America 20: 697 -703; September 1948.

Reger, Scott N., and Newby, Hayes A. "A Group Pure-Tone Hearing Test."
Journal of Speech Disorders 12: 61-66; March 1947.
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to provide isolation fom outside noises and arranged inside so
that either individual or group testing may be performed. The
advantages of the mobile unit are obvious: it provides a controlled
testing environment; it can be parked in a quiet area on the school
grounds provided only that electrical power is available; and it
makes possible the conduct of a hearing survey without using class-
room space or interfering with the normal activities that go on
within the school.

The Tester

The person who administers school hearing tests needs special
training and may have to meet ceiification requirements imposed
by state law. In some schools hearing surveys are the responsibility
of the nursing staff; in others the testing is done by audiometric
technicians. Some cf the larger school districts employ audiologists
on either a full-time or a consulting basis to supervise their hearing
conservation programs. An audiometer is a tool which may be used
skillfully or clumsily, depending on the ability and training of the
tester. Threshold testing places more demands on the audiometrist
than screening testing, but even screening requires a knowledge of
audiometric technique, familiarity with the instrument one is
using, -.nd an ability to evaluate the results one obtains.

The audiometrist must be adept at handling children and per-
ceptive enough to recognize when his test results are at variance
with 1 is observations of the pupil's behavior. Personal integrity
and conewientiousness are. necessary attributes of the audiometrist,
since a great deal of the work is done without immediate super-
vision. The audiometrist must be able to maintain proper liaison
with the medical and allied medical personnel in his community
because the success of a school hearing conservation program de-
pends on the cooperation of many people. And, finally, the audiom-
etrist must be a person who has the ability to organize, that is,
to develop and maintain schedules of testing and to keep proper
records.

Pupils To Be Tested

Ideally, the hearing of all pupils should be checked annually by
means of a screening test. Where it is economically impractical to
perform annual tests of all pupils, it is best to concentrate on
screening children in the lower elementary grades. For several
reasons, the incidence of hearing impairment is greatest among the
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youngest children in school. The effectiveness of medical treatment
depends to a considerable extent on the promptness with which
hearing impairment is identified. Therefore, if it is impossible to
screen all pupils, it is recommended that priority be given to
kindergarteners and first, second, and third graders, and that older
children be screened at least every third year.

All pupils who move into a school district during a year should
be tested, and of course follow-up testing should be done of all
children who are known from previous surveys to have hearing
impairment. In addition, the audiometrist should test children who
are suspected by teachers or parents of having difficulty in hearing
or who have symptoms of ear disease.

Recording Results

Pupils' permanent cumulative health cards should contain a rec-.
ord of every screening test. In large schools the use of a rubber
stamp indicating the type of test given and the date of the test
simplifies recording data for those pupils with normal hearing. De-
tailed information concerning the final results of tests should be
placed on the cards of pupils with hearing impairment.

The nurse, where available, will list pupils with hearing difficul-
ties and initiate appropriate follow-up procedures.

Follow-Up Procedures

The identification of children with hearing impairment is but the
first step in a hearing conservation program. It is useless to identify
children with hearing problems unless something is done to meet
the needs of these children. Two types of follow-up are required:
medical and educational. When a child is discovered to have a
medically significant hearing impairment, he should be referred for
an ear, nose, and throat examination to determine if the hearing
problem is remediable. Additional audiological procedures are re-
quired to determine if the hearing problem is conductive, sensori-
neural, or mixed in type.

The first responsibility of the school is to notify the pupil's
parents of his hearing deficit and to suggest that he needs a diag-
nostic examination. Care must be taken not to cause undue con-
cern on the part of the parents, particularly when the child's
hearing impairment is only borderline. If the child's parents are
unable to provide him with niedical attention, it is usually possible
to arrange for a* diagnostic evaluation and any necessary treat-
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ment through the facilities of hospital ciiaics, health departments,
or medical societies. It is the school's responsibility to furnish
the examining physician with a report of the school testing results,
and it is to be hoped that the physician will inform the school
of the results of his examination and his suggestions for future
care of the child. An effective medical follow-up requires close co-
operation and good communication among the school, the parents,
and the medical personnel involved in diagnosis and treatment.

A question sometimes arises as to whether or not, following
treatment, the school should conduct additional audiometric tests
to evaluate the effectiveness of treatment on the child's hearing
impairment. Such follow-up testing is really a part of the treatment
and should be the responsibility of the physician. In any event,
however, the child who has been treated should be scheduled for a
hearing test the following year, whether or not he is in the grade
that is scheduled for routine screening that year.

The medical follow-up of a child with hearing impairment may
include a determination as to whether or not a hearing aid is indi-
cated. In many communities, there are available hearing and speech
centers that offer special audiological diagnostic and rehabilitative
services. Most such centers operate on a medical referral basis.
Their special audiological evaluations assist the physician in arriv-
ing at the diagnosis of the hearing. problem and in evaluating the
results of treatment. The American Hearing Society compiles and
distributes lists of hearing and speech centers in various parts of
the country.

.Hearing and speech centers can assist the schools in evaluating
the hearing of children who are difficult to test with routine proced-
ures or children whose school test results are at variance with their
auditory behavior. In every school population there will be found
some children who, often for no discoverable reason, will demon-
strate "medically significant hearing losses" on the basis of the tests
administered in school, when .in fact their hearing is within normal
limits. An examination at a hearing and speech center may be
necessary in order to determine the child's true hearing ability.

In addition to the medical follow-up, a school system must provide
for the special educational needs that hearing impairment imposes.
The child who has a permanent, irremediable hearing. problem
should be evaluated to determine whether he requires any special
educational procedures, such as instruction in lip reading, speech
correction, auditory training, or psychological counseling. Special
educational programs for children with hearing impairment will
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bb discussed in Chapter 7, "Meeting the Needs of Exceptional
Pupils."

A COMMUNITY PROBLEM,

Every community should be conscious of the need fDr a hearing
conservation program. Full responsibility should not rest upon any
one organization, whether it be voluntary or official. Representa-
tives from the schools, health department, medical society, com-
munity agencies concerned with hearing handicaps, and parents,
working together, can ensure a broad attack on the problem and
an integration of the contributions of each one.

Responsibility of the School
From the point of view of school health services, pi imary respon-

sibilities are an awareness of the importance of early recognition
of suspected hearing loss, especially in the primary grades; intelli-
gent obiervation of pupils for signs indicative of hearing difficulty;
organization and conduct of an audiometric screening survey; and
a counseling and follow-up program to help children with hearing
difficulties obtain diagnostic examinations, needed treatment, and
such adaptations of their school program as their hearing condition
dictates.

Help for the Parents
The need for helping parents of children with impaired hearing

is gaining recognition. Many organizations are dedicated to meet-
ing the needs of the hearing-handicapped and to bringing hope and
happiness, based on acceptance of existing conditions, into many
homes. The American Hearing Society and the Volta Bureau are
two organizations that publish and distribute material of help to
those with hearing impairment and their families. The American
Acathmy of Ophthalmology and Otolaryngology, through its Com-
mittee on Hearing Conservation, has contributed greatly to all
phases of hearing conservation. The American Speech and Hear-
ing Association, the professional organization of audiologists and
speech pathologists, maintains a registry of approved clinical pro-
grams in speech and hearing and certifies the clinical competence
of individuals who provide professional services in this field.

Through community efforts in which the interest, knowledge,
and skill of many individuals and groups are focused on the prob-
lems of the deaf and the hard-of-hearing, progress in hearing
conservation will be continued and increased.
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Chapter

Health Counseling

The follow-up of health conditions identified through school
appraisal procedures is a most important aspect of school health
services. Discovering that Mary is undernourished, that Joe has
a withered right leg, John impaired hearing, and Sue a mouthful
of bad teeth does not directly improve the health of these pupils.
Only when they and their parents recognize the condition that
needs attention and obtain necessary treatment is their health
improved.

Health counseling, a procedure of prime importance in the
follow-up program, is accomplished through face-to-face confer-
ences between a physician, nurse, teacher, or other member of the
school staff with individual pupils or parents. It is designed to
interpret health problems and to encourage action which will lead
to their solution.

Health counseling should be supplemented by concern for the
adequacy of community treatment facilities for pupils from needy
families. The maximum value of health appraisal and counseling
cannot be obtained if pupils are unable to get the medical and dental
treatment they need.

Follow-up procedukes, including health counseling, are designed
to achieve the following purposes:

1. To give pupils as much information about their health status,
as revealed by health appraisal, as the3 can use to good ad-
vantage.

2. To interpret to parents the significance of health conditions
and to encourage them to obtain needed care for their
children.

3. To motivate pupils and their parents to seek needed treat-
ment and to accept desirable modifications of their school
programs.

4. To promote each pupil's acceptance of responsibility for his
own health, in keeping with his stage of maturity.

5. To encourage pupils and their parents to utilize available
resources for medical and dental care to the best possible
advantage.

111
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6. To encourage, if necessary, the establishment or enlargement
of treatment facilities for pupils from needy families.

7. To contribute to the health education of pupils and parents.
8. To obtain for exceptional pupils educational programs

adapted to their individual needs and abilities.
Attainment of these goals will protect and improve pupil health.

NEEDS WHICH COUNSELING MAY SERVE

The health problems of children and youth are legion, ranging
from minor discomforts to those which endanger life. Rather than
attempting to discuss each defect and disorder that may occur,
consideration will be given to a number of categories into which they
may be grouped. These categories suggest the wide range of con-
ditions. with which counseling may be concerned. Children and
youth may need (a) diagnostic examinations, (b) assistance in
making desirable social and emotional adjustments, (e) advice on
health practices and behavior, (d) medical or dental treatment,
or (e) improved home care.

Securing Diagnostic Examinations
Appraisal procedures sometimes uncover conditions that indicate

a need for diagnostic services. A blood count may seem advisable
for a child suspected of being anemic; an x-ray or tuberculin test
for one exposed to tuberculosis; ark orthopedic examination for a
crippled child; a more complete health study for a youth with
vague complaints. Whether a pupil receives the diagnostic exami-
nation he needs frequently depends on the counseling he and his
parents receive.

The health counselor helps parents recognize the need for special
examinations and guides them to their physician or other resource
for diagnostic examinations. As with other counsel;ng, parents
are encouraged to make their own decisions and to plan their own
course of action.

Counseling of this nature is usually the responsibility of the
physician and nurse, where they are available. But in some com-
munities the teacher and school adminiStrator are the only ones
in a position to counsel parents. in such instances they. need to be
fully informed of resources for diagnostic procedures, the most
important being the private physician and the hospital clinic. In
many communities, however, special clinics for crippled children
are conducted as part of the community health program.
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Obtaining Treatment
Health appraisal procedures identify many pupils who need

medical or dental treatment. Some of these will have such common
defects as vision impairment, malnutrition, and tooth decay. Others
will suffer from conditions like rheumatic fever, glandular disorder,
emotional disturbance, epilepsy, and tuberculosis. In each instance
the primary objective of health counseling is to get parents to take
their offspring to a physician or, for dental problems, to a dentist.

Treatment ordinarily will be obtained from the family's private
physician. As part of their educational efforts, school personnel
should encourage parents to establish desirable *relationships with
a physician and to rely on him for help with all health problems.
The family physician will, if necessary, refer the family to medical
specialists or appropriate clinics. In some instances a family will
have established relationships with a clinic and children will obtain
needed 'treatment from that source.

Improving Home Care
Pupils who come from homes where parental support and help

are lacking often come to the school's attention because of poor
attendance, soiled or improper clothing, or personal uncleanliness.
Sometimes the child v ill report that he has not had enough food
or will m_ ake statements which indicate that his sleeping facilities
are inadequate. A hornc. visit by the nurse, social worker, attend-
ance worker, or teacher may reveal a temporary cause, which can
be corrected, or a cause which can be corrected by friendly, sympa-
thetic discussion with the parent, In other instances, the situation
may be one beyond the scope of school personnel, in which circum-
stance the family will be encouraged to seek assistance from an
appropriate local agency. At the same time, school personnel will
help a pupil find acceptance and encouragement in his school life.

In many communities a public health nurse may be the only
health-oriented person assigned to assist the school with health and
social problems. She usually will give high priority to the need of
pupils having inadequate home conditions.

For most children whose families fail them the school is their
next, and in some instances their only, hope for assistance. Where
no social agencies are available locally, the teacher and administra-
tor may miler with appropriate civic officials to determine how
assistance can be provided. At times, a church group or civic
organization will offer help. Assistance may also be provided by
an appropriate state agency.
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Problems of Emotional and Social Adjustment
Pupils needing help because of social and emotional problems

range from those seriously disturbed and in need of treatment at
a child guidance clinic to the forlorn first grader who is lonely and
needs help in making friends. Great skill and expert training are
required for counseling children with serious emotional problems.
On the other hand, effective counseling by an understanding and
sympathetic teacher or nurse can help pupils develop good emotion-
al and social health. They can be helped to feel secure, to warrant
the affection of others, to become recognized members of a group,
and to achieve a degree of success. Just providing an opportunity
to "talk out" their problems may have beneficial results.

Counseling for these purposes is not confined to arranged inter-
views but is frequently casual and incidental. Through an in-
formal conversation a teacher may help a pupil to think through
his problem or learn how to react to different situations and per-
sonalities. He may give the pupil a new "slant" on .a subject that
has been bothering him. The teacher's personality and day-by-day
reaction to problems that arise in the classroom demonstrate to
pupils either satisfactory or unsatisfactory patterns of dealing
with situations.

Although teachers and other school personnel use educational
procedures to help pupils with minor emotional and social prob-
lems, they should avoid any action bordering on medical treatment
in dealing with such problems. l'adical treatment is a responsi
bility of a licensed physician, and pupils with serious problems
of adjustment should be referrPd to their physician. Psychiatrists,
psychologists, and social workers are additional resources for help-
ing children who have serious emotional problems. (See Chapter
9, "Mental Health Services.")

Advice on Health Practices and Behavior
Besides its contribution to the follow-up of roblems uncovered

by health appraisal, health counseling can be an effective method
of health . education. Teachers desirably use individual health
counseling to augment group health teaching. Often such counsel-
ing relates to matters that have been discussed in a health lesson.
For example, after a class has studied a unit on care of the teeth,
the teacher may arrange individual conferences to encourage pupils
to visit a dentist. At other times, the teacher may counsel indi-
vidual pupils about the use of tissue to cover the nose and mouth
when coughing or sneezing, the importance of washing the hands
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before eating, the need to remove heavy outdoor clothing while in
a heated classroom, the proper use of a drinking fountain, and
similar matters.

At the secondary school level pupils are likely to bring personal
health problems to the teacher of a health class or to a physical
education teacher. Problems may include what to do for epider-
mophytosis or acne, the attractiveness of a new hairdO for a par-
ticular girl, the desirability of bathing during menstrual periods,
the effectiveness and safety of a fad diet, methods for avoiding
boils, and how to act when with members of the opposite sex. At
times problems relating to parent-pupil relationships will be
brought to the teacher. In such instances the teacher should be
careful to avoid discussion that might be interpreted as criticism
of the home and should be as supporting as possible to the parents.

The teacher should recognize that an individual conference deal-
ing with a pupil's problems is an ideal situation for education in
problem solving as it relates to health. Pupils should be helped to
find out what information, they need to solve a problem and the
sources of such information. The teacher can provide helpful in-
formation on many problems but should scrupulously avoid sug-
gesting or even intimating that he can diagnose an abnormal con-
dition or prescribe treatment for it. Pupils should learn that such
help can he provided only by a physician.

COUNSELING PHILOSOPHY AND TECHNIQUES

The concept of health counseling has modified many of the tra-
ditional follow-up procedures of school health services. It has
caused physicians, nurses, and teachers to recognize the limitation
of formal, printed notices as a means of informing parents of
health appraisal findings. Underlying health counseling are certain
basic concepts relating to responsibilities for the health of children
and youth and certain ideas concerning the best techniques for
securing results.

Limitations of Form Notices
Traditionally, the results of medical examinations and other ap-

praisal procedures have been reported to parents through printed
forms which characteristically read something like this: "Dear ...:
An Examination of . . . . at school revealed a condition of the ..
which should be investigated since it is likely to affent this pupil's
health and his school work. We recommend that you consult. your
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physician for diagnosis and for whatever treatment he recom-
mends." The teacher or nurse fills in the blank spaces and asks
the pupil to take the note home.

Such notices have serious limitations. They may not reach home,
and if they do, they may not be read. When read, they may not
be understood or they may be misinterpreted. A parer.t may con-
sider the note faultfinding or an accusation that a child is being
neglected. There may be justifiable resentment if the note refers
to a condition about which the parent is aware and which is under
treatment. Printed notices frequently are cold, formal, and im-
personal and do not interpret or explain the importance of the
conditions which cause them to be sent. In many instances they
do not motivate parents to take action. When notices are used,
these potential limitations must be considered. Written communi-.
cations should be worded with careful attention to the way an
individual parent will react to them. Whenever possible, they
should be modified to meet the demands of a particular case.

A face-to-face conference between the parent and a teacher,
principal, nurse, physician, or counselor is more effective than a
written notice in securing needed action. This is the premise on
which suggestions for health counseling are based. The mother,
father, or guardian may be invited to the school, the preferable
procedure; but if this is not possible, arrangements should be made
for some person to visit the home. Conferences at school should be
held in rooms that are attractive, afford privacy, and are equipped
with comfortable furniture.

Role of the Counselor
In the early years of school health services individuals responsi-

ble for follow-up activities sometimes exhibited rather dictatorial
attitudes toward parents. They told parents what to do and ex-
pected that parents would automatically act as advised. They were
surprised at times when parents failed to accept advice and often
they interpreted such action as indicative of parental indifference
or neglect.

Rather than telling parents what to do, health counseling is an
educational procedure to help parents think through their family
health problems. It recognizes that parents, not the school or com-
munity, are primarily responsible for the care of children. Parents
have the right to decide whether a child is to receive treatment
and from whom such treatment is to be obtained, except in the
rare circumstance of wilful neglect. The role of the health coun-
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selor is that of informing, interpreting, encouraging, supporting,
and motivating, not of directing.

Although most parents are genuinely concerned about the health
and welfare of their children and eager to do what will improve
or protect their health, an occasional parent is neglectful. Such a
parent may fail to obtain for a child the treatment that he needs,
even though able to do so. In such instances the matter is one
that should be referred to a child welfare agency or other com-
munity organization equipped to deal with child neglect.

The above step is rarely necessary. Parental neglect f.s the cause
of only a few of the uncorrected defects found in children. The
chief causes are failure to recognize that certain signs and symp-
toms indicate need for attention or lack of conviction on the part
of parents as to the seriousness of the need. If parents are needy,
they ordinarily will make use of community facilities that provide
medical and dental care or other services for those unable to afford
the services of a private practitioner. Health counseling acquaints
the family, from their own points of view, with conditions requiring
attention, interprets the reasons for needed care, and, when neces-
sary, informs the parents of community services and health re-
sources.

Steps in Counseling

In rdvance of a conference, the counselor, whether a physician,
nurse, teacher, or other person, secures all information concerning
the pupil that is available at the school. He reviews data on the
pupil's health record and becomes familiar with the results of previ-
ous conferences that may have been held. He is prepared to con-
sider and discuss all aspects of the child's school life, not just the
condition for which the meeting was arranged. Expression of in-
terest in all aspects of a pupil's life and particularly in all of his
school experiences helps to develop rapport between the counselor
and the parent.

Health counseling provides opportunity for application of the
various steps used in problem solving. This can be illustrated by
presenting the procedures which might be followed in talking with
the mother of a third grade child whose vision, according to the
Snellen test, seems below normal. A mother is used in this illustra-
tion because mothers of elementary school children usually assume
responsibility for the care of children. In many instances it is
desirable to o)unsel the child and the mother simultaneously,
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motivating the child to want care and motivating the parent to
obtain care.

After rapport has been established through friendly conversation,
the first step is to help the mother recognize and analyze the prob-
lem that exists. The mother is encouraged to state what observa-
tions she has made. This step helps the counselor gain a picture of
the parent's attitude toward the child and his eye condition. The
teacher's observations of the child's behavior in the classroom and
his classroom achievement record may be presented, and then the
results of the Snellen test. The mother may accept the fact that
the child needs attention, or she may be unconvinced. In the latter
case, the counselor may need to explain how the Snellen test is
given, how other children perform on the test, and possibly demon-
strate the testing procedure in the presence of the-mother. Some-
times testing a pupil with normal vision may, through comparison,
convince the mother that her child does not see well.

In carrying out the second step, the counselor helps the mother
gather information to help her understand the -nature and signifi-
cance of the visual impairment. She is encouraged to ask questions
about subnormal visual acuity, its causes, the possibility of the
condition correcting itself spontaneously, the possibility of its get-
ting worse, its effect on school activities, and similar matters.
During this step the parent gains understanding of the importance
of the condition. The counselor supplies information as requested
and volunteers information considered helpful.

A third step is to encourage the mother to determine possible
courses of action, and a fourth step is a comparison of the expected
consequences of each posSible course. The mother may consider
taking the child to her family physician, to an oculist, or an optom-
etrist. She may ask for information concerning the qualifications
of these persons for diagnosing and treating eye defects. (See
Chapter 4.) At this stage, questions of cost may arise as well as
questions concerning community resources for providing treatment.
The counselor should be prepared to provide information and to
ask questions that lead the mother to consider possible plans of
action and the anticipated results of each.

The next step, an especially important one, is to encourage the
mother to choose a particular course of action, The mother is much
more likely to carry out the plan she chooses herself than one
selected by another person.

If the counselor thinks the choice a poor one, there is opportunity
to review,the problem and the consideration that has been given it.
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The mother is encourage i to look back over the entire series of
steps, to think over again the reasons why each decision was made.
However, the final decision is made by the mother. The counselor's
aim is to stimulate the mother's thinking by pertinent questions, to
at as a sounding board for the mother's ideas, and to serve as a
source of information. The counseling process emphasizes parental
responsibility for the health of the child and the need for children
to assume this responsibility gradually as they grow older.

This illustration shows how counseling may be related to the
steps in problem solving but should not be interpreted as suggest-
ing that counseling will be conducted in a series of separate, pre-
determined stages. In actual practice the various steps merge, but
the general principles still apply..

Important Counseling Concepts
Counseling techniques are constantly being studied and improved.

Some of the important concepts which have been developed can
be directly utiliL, d in health counseling.

Personal interaction is important. Parents and pupils should feel
that the teacher, nurse, counselor, or doctor cares about them, that
he is not aloof, doing a merely routine job. Parents sometimes want
to be considered in their own right, not just in relation to their
child's health. For example, a father who had tuberculosis was first
contacted by a nurse who gave clear and definite directions as to
what he must do. To avoid carrying out these measures, he moved
his family to another district.

The nurse who contacted this father in his new location used a
different approach. She first talked with him sympathetically about
his own feelings, his concern about going to the sanatorium and
about who would care for the small children while his wife went
out to earn the money necessary for their support. The father
expressed his anxiety about getting well and the harden he was
putting on his wife. The nurse listened and accepted his feelings.
She treated him as a person in his own right, not just as the father
of children who went to her school. She made practical ,sugges-
tions when he was ready to accept them and helped him work out
a practical plan.

The counselor listens to understand and also to learn from the
experiences of pupils and parents. Counseling is two-way com-
munication.

The health measures desirable for \.ht. individual should be related
to his goals and his concept of the kind of person he wants to be-
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come. If, for example, a physically handicapped boy has the image
of himself not as a cripple but a boy able to engage in sports
appropriate for his age, he will welcome any suggestions for over-
coming or for minimizing his handicap. If a girl has the idea that
glasses make her unattractive to boys, it will be difficult to get
her to we the prescribed glasses. The skillful counselor tries to
tie the recommendation in with the individual's concept of his ideal
self.

When an individual feels free to choose he is more likely to do
the right thing than when he feels that ideas have been imposed
upon him. Today the counselor does not usually tell the child or
parent what he must do, but rather tries to help him clarify his
health problem and lead him to the point of discovering for himself
what to do and hcw to do it. The counselor also tries to remove
environmental obstacles to normal growth and development so that
the individual can make optimum progress.

The counselor should try to understand what a health handicap
means to an individual, what satisfactions he is getting from it,
what influences are preventing him from wanting to overcome
the defect, what effect it has on his personal relationships. For
example, a girl who lost a leg in an accident learned to use her
handicap to get sympathy and special favors. Her parents had been
reinforcing this tendency. Through skillful counseling they leak'aed
to treat her as normal except for the special limitations imposed
by her handicap. The child gradually responded to their realistic
expectations of her and became an outstanding person, superior to
her physical limitations.

It is equally important for the counselor to ki ,mr what change is
possible for an individual; otherwise, he may be urging the child
or the parent to achieve objectives beyond his capacity.

The health counselor's problem is to find out where he can be of
help, what aspects of the individual's life he can do something
about, how to help him focus on the thing he can do, and how to
motivate him to improve along these lines.

These are some of the more subtle aspects of counseling children
and youth: to try to understand how they perceive themselves as
they are and as they would like to be; to explore environmental
influences that are preventing them from wanting to correct reme-
diable defects; to help them to change these conditions, or, if that
is impossible, their attitudes toward these conditions; and to give
any assistance useful in overcoming the handicap itself.
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HEALTH COUNSELING AND RESOURCES FOR TREATMENT

The value of health appraisal of school children and of subse-
quent counseling may be almost entirely lost if children are unable
to secure the care they need. Fortunately, for most conditions this
situation does not occur too often. There is growing community
recognition of the need to arrange for treatment and other services
for those children whose parents cannot secure it for them. In
every instance, however, the follow-up aspect of school health
services should include consideration of the adequacy of treatment
facilities and, where necessary, should initiate community action
to assure needed medical and dental care for children whose par-
ents cannot arrange it.

Role of Medical and Dental Society
Recognition should be given to the role of private practitioners

of medicine and dentistry. These individuals, through their pro-
fessional societies;, assume responsibility for the quality of medical
and dental treatment and are concerned with the availability and
adequacy of treatment facilities. Representatives of local medical
and dental societies should exercise a leadership role in any con-
sideration of these problems.

The best procedure is to have such representatiN es included in
the group that develops the policies and procedures for school
health services. This may be a school health council which also
includes individuals representing the schools, health department,
voluntary health and welfare agencies, and parents. Such a group
is qualified to study existing treatment facilities and to stimulate
community action to improve them, when this is necessary. It can
consider treatment facilities for children of all ages and with all
types of health conditions.

This procedure is based on the premises that provision of treat-
ment for needy children is a community responsibility and that the
medical and dental professions are best qualified to determine the
methods to be used.

The School Responsibility
Those in charge of school health services are in a position to

contribute to community understanding of child health conditions.
Through appraisal procedures, information concerning the health
status of children is secured. Then, through health counseling,
children are helped lo obtain the care and attention they need. Such
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efforts should be supplemented by study of children who do not
receive recommended care, to determine the reasons for this. If
it is because of lack of understanding on the part of the parents, in-
creased or improved counseling is a remedy. If due to parental
neglect, referral to a social agency is indicated. If it is found that
failure to secure needed care is due to inadequate treatment facili-
ties, this fact needs to be presented to community health and welfare
leaders. Through such procedures, schools make available to the
community information which they gain through their close and
continued contact with children.

Where adequate resources are available, counseling can be used
effectively to improve the health of school children. It becomes a
continuous and vigorous effort to help each child secure the benefits
of modern medical and public health knowledge. Through face-to-
face conferences with pupils and parents it helps them to learn how
to meet and solve health problems.

COUNSELING ROLES

Various persons share responsibilities for health counseling. In
all schools, classroom teachers and principals have important roles
to play. Where available, the physician, nurse, social worker, den-
tist, dental hygienist, and guidance counselor are assigned specific
responsibilities in this important aspect of school health services.
The fact that different persons share responsibilities makes impera-
tive the provision of some method to coordinate their efforts.

The Teacher and Principal
In a school which lacks special health personnel, health appraisal

will be limited in scope. Nevertheless, teachers' observations and
screening tests will identify a variety of problems for which coun-
seling is desirable. Under such circumstances, the teacher and
principal will have major responsibility for counseling. There are
many opportunities throughout the school day for informal coun-
seling related to health practices. This type of counseling becomes
an integral part of health education.

Teacher counseling related to conditions identified by appraisal
procedures may be accomplished in many different ways. The
teacher may talk individually with a child who does not hear well
to find out what has been done about the condition, how the child
feels about the problem, and what further attention the parents
contemplate. He may invite the child's mother to school and discuss
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the matter with her. The same procedure can be 'followed with
vision impairments.

The teacher can help his pupils secure dental care by combining
health education with individual counseling. The class may dis-
cuss the causes of tooth decay, why early treatment is deSirable,
how dental appointments are made, or how tooth decay can be
minimized. Pupils who have gone to the dentist may be commend-
ed, without embarrassing those who have not gone, and given an
opportunity to tell of their experiences. Through individual confer-
ences, the teacher can encourage those in need of dental care to
talk with their mothers about making dental appointments. In
selected instances, a teacher may telephone a mother or invite her
to the school for a conference. Through these procedures, teachers
help pupils and parents understand health conditions and motivate
them to take necessary action.

Two factors tend to limit counseling by the teacher. One is his
lack of orientation concerning the significance of certain types of
health conditions. He may be informed regarding vision and hear-
ing impairments and dental conditions but not about heart condi-
tions, crippling defects, or tuberculosis. He may still report his
observations to the parent in objective terms, but a person with
greater understanding of health matters can do a better counseling
job. Secondly, individual counseling with parents is time-consum-
ing and may interfere with the teacher's other educational respon-
sibilities. The teacher can counsel pupils casually without signifi-
cant effects on his teaching program, but frequent or prolonged
conferences with parents during school hours may interfere with
other important functions.

These limitations suggest the need for other persons to assist in
health counseling. In some instances the principal provides valu-
able help, the prestige of his position giving weight to his sugges-
tions. The school physician, of course, has a most important role.
Nurses, health teachers, social workers, dental hygienists, and
guidance counselors may also help in various ways and with partic-
ular problems.

The School Physician and Health Counseling
When a school physician is available, he may assist in developing

a health counseling program and may provide valuable help in
interpreting health conditions to teachers, parents, and pupils. He
also serves as a liaison between the school and the family physician.
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At the time of school medical examinations, the examining phy-
sician makes certain that the child or parent understands the
conditions for which he recommends attention. There will never
be a better opportunity to discover if the child or his parent really
sees the problem as it is; the physician has at hand all the facts
concerning the pupil, and the attention of both the pupil and parent
can be directed specifically to conditions requiring care. It is wise
for the physician to devote whatever amount of time may be needed
to assure that there is correct understanding of the health problem,
and that thinking proceeds to the stage of planning specific action.
The physician needs to be particularly explicit in interpreting such
unusual problems as cleft lip and cleft palate, heart murmurs,
speech defects, cerebral palsy, and other conditions about which
parents and teachers may have limited knowledge.

If the parent is not present, the physician should present his
recommendations to whoever will be responsible for health coun-
seling. So that there will be no misunderstanding of his recom-
mendations, they should be written on the pupil's health card.

The school physician is an appropriate person to transmit infor-
mation to family physicians and to receive recommendations from
them concerning the modification of school programs because of
health conditions. At times the school has information about a
child that would be helpful to the family physician. For example,
knowledge that a child has had frequent, prolonged absences due
to respiratory infections might influence his recommendations re-
garding needed health measures. Knowledge that a child has lost
weight over a period of months or seems to lack vitality would be
useful to the family physician. He may secure such information
from the parent, or it may be given to him by the school physician,
either by means of a telephone call or personal letter. Conversely,
the family physician may have information that will help school
personnel understand the child and enable them to adjust the
school program to the child's needs. The school physician may be
assigned responsibility for receiving such information and using
it to formulate recommended adaptations.

Where there is no school physician, the responsibilities described
above will need to be assumed by other persons, usually a school
nurse or public health nurse. Policies and procedures in such cir-
cumstances should be worked out in consultations with representa-
tives of the local medical society and of the school staff.
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The Nurse as Health Counselor
Through counseling pupils and parents, nurses make unique and

valuable contributions to school health services. The preparation
and experience of the nurse help her gain the skills and under-
standings that are needed for successful counseling. Her school
schedule is flexible enough, or should be, to make her available for
counseling when it will be most effective, namely, when a pupil,
teacher, or parent is faced with a problem and wants help.

When administrators and teachers accept counseling as an edu-
cational process designed to strengthen the individual's ability to
handle his own health difficulties, they recognize the need for the
nurse to devote a large portion of her time to this type of work.
Individual counseling of pupils and parents should be given high
priority in planning the nurse's school program. She should have
time for counseling at school and for home visits. In some in-
stances she will need to have repeated Conferences.

Teachers expect, and rightly so, that the nurse will know more
than they about the significance of health conditions observed in
pupils, and want her to have time to interpret these conditions to
them. Teachers and parents expect the nurse to be familiar with
possibilities for treatment in the community. When these are
inadequate, she is expected to know where to go beyond the im-
mediate community to find help. Attempts to counsel children can
be very frustrating to teachers and parents as well as detrimental
to pupils if such help is not available.

TIve nurse helps teachers in their counseling activities by making
sure that they understand the health conditions of their pupils and
by offering suggestions, where indicated, regarding counseling
techniques. In many communities the nurse holds periodic confer-
ences with teachers to discuss the health problems of particular
pupils. She may list pupils who have health problems and indicate
the type of referral that is advisable. She checks periodically with
teachers to learn what progress has occurred through their counsel-
ing efforts.

The Hygienist, Social Worker, and Guidance Teacher

Some schools, particularly in urban areas, have the services of
individuals who assist in the counseling and follow-up of pupils
with particular types of problems. Where available, the dental
hygienist is assigned responsibility for working with pupils having
dental defects. A social worker may help pupils who have social
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problems and contribute to the solution of emotional difficulties.
The counseling procedures used by these workers are comparable
to those used by the nurse serving the school.

The guidance teacher, or counselor, may assist in counseling ac-
tivities directed toward either pupils or parents. His preparation
in interviewing techniques and his interest in the total adjustment
of pupils make him a particularly valuable person in follow-up
procedures. In many instances, he can assist teachers by assum-
ing responsibility for cases in which repeated conferences with
parents are necessary.

In his work as an educational and vocational advisor, the coun-
selor needs to understand all of the pupil's assets and liabilities. He
should be familiar with any deviations from health that exist in
pupils with whom he works.

Coordination of Counseling
"Too many cooks spoil the broth," and too many individuals

working with teachers and parents cause confusion if their efforts
are not coordinated. The teacher may be annoyed rather than
helped if visited first by a person concerned with pupils' eyes, then
by one interested in emotional health, and later by one working
to improve dental health. Similarly, the parent may become indig-
nant and resentful if invited to confer on Monday in regard to
Mary's speech, on Tuesday concerning her hearing, and on Wed-
nesday about her emotional adjustment. Such situations can be
avoided through cooperative action by those concerned with differ-
ent aspects of counseling, through a consideration by each worker
of all of the problems facing a particular pupil, and through Intelli-
gent use of cumulative records that give a complete picture of the
child. Careful coordination, along with delineation of the respon-
sibilities of nurses, social workers, dental hygienists, and guidance
counselors, is essential.

An excellent procedure for coordinating counseling activities
is to center responsibility in the hands of one individual and to
have other personnel provide counsel on his request. Where this
arrangement is used, the coordinator solicits help when he needs
it and makes use of the other workers that can help him most.
This requires that he be informed of available resource persons,
be aware of their special knowledge and skills, and be willing to
enlist their help.

Health counseling has .great potentialities. Focused on pupils'
health problems, conducted by well-prepared personnel, and carried
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out with due consideration to community resources, health counsel-
ing can be the means of raising the health status of children and
youth,
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Chapter

Meeting the Needs of
Exceptional Pupils

The democratic concept of public education allows no excep-
tion; every pupil must have the opportunity for an education ac-
cording to his needs, interests, and physical and mental capaci-
ties. Health appraisal identifies pupils with varying physical and
mental capacities; the follow-up program should help these pupils
obtain an educational program that is suited to their individual
needs.

Adjustment of school programs to individual needs has an im-
portant bearing on emotional health. If unable to achieve reason-
able success in school activities, a pupil may become frustrated,
depressed, and unhappy. These feelings in turn may result in ag-
gressive antisocial behavior or, on the other hand, cause the pupil
to withdraw from desirable group activities.

Two groups of pupils may find it particularly difficult to profit
fully from the regular school program: one, the physically handi-
capped, and the other, those who are significantly below or above
average mentality. Exact figures of the number of pupils in these
categories are not available, and estimates vary. In general, how-
ever, of every 1,000 pupils approximately 59 will have physical
handicaps that indicate a need for special school adjustments or
adaptations. These may be divided as follows: partially seeing
and blind, 2; hard-of-hearing and deaf, 15; speech - defective, 15;
crippled, 10; lowered vitality, 15; and epileptic, 2. In the same
group of 1,000 pupils there will be approximately 40 who deviate
considerably from average mental ability, half of whom will be
mentally retarded and the other half, mentally gifted. These fig-
ures are estimates only; the exact incidence in a particular com-
munity can be determined by use of the health appraisal proce-
dures described in previous chapters.

The physically handicapped and the mentally retarded or gifted
together are sometimes referred to as "exceptional pupils" and
the programs provided for them as "special education" or "edu-
cation of the exceptional."
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NEEDS OF PUPILS HAVING HEALTH PROBLEMS
Basically, pupils with health problems are similar to other chil-

dren and youth and have the same need for parental love and for
opportunities to grow and develop physically, intellectually, so-
cially, and emotionally. While all children face problems in grow-
ing up, those with health handicaps are apt to fina these problems
accentuated. They can be helped, however, to develop to the full
extent of their physical and mental capacities, and most of them
can become happy, independent, contributing members of society.

Efforts to meet the needs of physically handicapped and men-
tally retarded pupils requires coordination of health and educa-
tion procedures including case finding, diagnostic treatment serv-
ices, social services, special education, and vocational counseling.
There needs to be the closest possible cooperation between educa-
tion and health departments and among parents, practicing physi-
cians, and voluntary health organizations.

Preliminary to the provision of any type of special educatioa
for a handicapped pupil, school personnel should obtain informa-
tion concerning the pupil's health, particularly any condition that
causes disability, and should find out whether he has received all
recommended treatment. This information may desirably be gath-
ered by the pupil's mother and then transmitted by her to the
school. Such information is basic to the.development of programs
for those with special health problems. -The suggestions which fol-
low are based on the assumption that a pupil has received the full
benefits of modern medical treatment.

Need for Sympathetic Understanding and Help
Children with certain types of health problems are more in need

of sympathetic understanding of their condition than of special
education. While those with hay fever, asthma, and ,eczema may
require medical supervision, they have no special educational
needs, save understanding of their condition on the part of the
teacher. Pupils who are asthmatic may be absent frequently, and
some curtailment of activities may be necessary. Maintaining a
close relationship with the home during periods of absence can
help the teacher understand the pupil's problem and enable him
to provide the needed assistance.

Diabetes is uncommon in childhood, but it has serious implica-
tions when it does occur. Diabetic children must be under close
medical supervision and many must take insulin. It is necessary
that the teacher.. and school health service personnel cooperate
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with the pupil's physician. Occasionally, a child may take too much
insulin and experience insulin shock, a condition which usually
can be averted or halted by sugar. The child learns to recognize
the symptomshe becomes hungry and nervous, perspires, and
has feelings of weakness. Children who are being treated with in-
sulin should carry several lumps of sugar for use on such occa-
sions. The symptoms of diabetes may also be aggravated by in-
sufficient insulin, a circumstance that may lead to diabetic coma.
This condition comes on gradually and is due to an inability of
.tissues to use sugars and fats, resulting in the accumulation of
toxic substances in the blood. Diabetic children of necessity learn
about their disease; and if they adhere to medical instructions
with regard to diet and insulin and are active, they usually fit sat-
isfactorily into a regular class in school.

Methods of Adapting School Programs
In contrast to pupils whose health problems require primarily

sympathetic understanding are those whose conditions require
special school adaptations. The needs of these pupils may be
met in a number of different ways. They may be enrolled in-

1. Regular classes in public day schools.
2. Special classes in public day schools.
3. Special day schools;
4. Residential schools.
In a few instances it may be necessary to provide home instruc-

tion, sometimes supplemented by a two-way communication sys-
tem between a pupil's home and the classroom. While valuable
as a temporary measure, the limitations of this method of instruc-
tion are so great that it is not recommended for long-term use.

Most physically handicapped pupils can be educated in regular
classes with such modifications as may be required, and the trend
is clearly in this direction. Some can be cared for best in special
classes in day schools, a procedure that allows pupils to live at
home and still get a satisfactory education. In either case, consid-
erable flexibility in school administration is requisite. Such schools
must have adequate health and guidance services and, where
needed, teachers with special preparation for conducting education
programs for exceptional children.

The type of school situation which is best must be decided indi-
vidually for each pupil, with due consideration to health, home
conditions, interests, and intellectual ability. It is generally ac-
cepted, however, that sep,Tegation should be avoided if possible
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and that handicapped pupils should work and play with normal
pupils to the fullest extent possible. The realities of facing the
rest of the world will be met more easily if pupils who are handi-
capped learn to live with normal individuals from early childhood.

The age when formal schooling usually begins for normal chil-
dren is not necessarily the age when-handicapped children should
begin theirs. Childhood does not begin at 5 or 6 years. When chil-
dren are seriously handicapped orthopedically or do not hear well
enough to develop language competency, the preschool years are
darticularly important. Nursery schools for handicapped children
have been organized in many communities, with assistance from
health departments and voluntary organizations. Extension of
such efforts is desirable.

Procedures for meeting the educational needs of exceptional
pupils can best be presented by separate consideration of differ-
ent categories.

HELPING PUPILS HAVING VISUAL HANDICAPS

Most pupils with visual impairments can be so helped by medi-
cal treatment and optical aids that they will have no difficulty with
school tasks. They may need to be reminded to wear their glasses,
to keep them clean, and to have them adjusted periodically. They
should be encouraged to return for re-examinations at the inter-
vals.suggested by their physician.

The Partially Seeing
One pupil in about every 500 will have difficulty in seeing even

after receiving all possible medical treatment and being fitted
with appropriate glasses. These pupils still learn through the
sense of sight and therefore do not belong in a class or school for
the blind. Their vision, with glasses, will be between 20/70 and
20/200.

Two plans are used in arranging school programs for the par-
tially seeing: in one the pupil is enrolled in a regular class and
given special help as needed; in the other he is enrolled in a spe-
cial class. As stated in a recent publication,
The present trend is to enroll partially-seeing children in the regular grades
of their home schools and there bring to them the special teaches, materials of
instruction, and assistance they need. Here, in particular, the cooperation
of the regular grade teacher and the special teacher reaches its high point.
The special teacher nerves on an itinerant basis, with opportunity to visit many
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schools and devote as much time as is needed with the child himself as well as
with his regular teacher.'

Materials helpful in teaching partially seeing pupils include
books printed in large clear type (18-25 point), pencils with thick,
soft leads, and unglazed paper for writing purposes. Information
concerning materials and other elements in a program for par-
tially seeing pupils can be obtained from the National Society for
the Prevention of Blindness."'

Procedures appropriate for partially seeing pupils at both the
elementary and secondary school levels and in rural or urban
schools include the following:

Preferential seating, which enables the pupil to avail himself of
the most satisfactory illumination and to select the best location
for viewing chalkboards, bulletin boards, charts, graphs, demon-
strations, and the like.

Discriminate use of typewriters in the classroom so that written
assignments may be typed, an activity which requires little or no
use of the eyes.

.Schedule planning to allow alternation of periods of close eye
work with those not so demanding.

Tutoring is desirable for pupils who need help in keeping up with
their regular work.

Partially seeing pupils need frequent eye re-examinations by
their physicians to determine if their condition is static, improv-
ing, or growing worse. For some, the physician may recommend
restriction of certain types of physical activities-such as jumping,
tumbling, diving, and body-contact sports.

Educating the Blind
Children with visual acuity of 20/200' or less in the better eye

with correcting glasses are classified as blind. Two methods for
educating the blind have proved successful. One is the residential
school which is geared in its entirety to the needs of blind children
and equipped with special aids for their education. The other
method is use of a so-called Braille class in a regular school.

In a Braille class a specially prepared- teacher instructs up. to
10 or 12 pupils in Braille reading and writing and in those sub-
jects in which blind pupils cannot follow regular classroom instruc-

' National Society for the Prevention of Blindness. The Case for the Par-
tially-Seeing Child. New York: the Society, 1081.

* Address: National Society for the Prevention of Blindness, 16 East 40th
St., New York, 'N. Y., 10016.
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tion. For other subjects and activities, Braille class pupils join
regular classes.

In learning, blind children rely almost exclusively upon their
senses of touch and hearing. Some of the special cluipment and
mediums in the education of the blind include "talking books"
(long-playing phonograph records), Braille writers, embossed
diagrams, relief maps and globes, and models.

In some schools, blind students are placed in regular classes
and then provided special help by means of an itinerant teacher.
Such students make use of "talking books" and many of the other
materials used in Braille classes.

EDUCATION FOR THE ACOUSTICALLY HANDICAPPED

Acoustically handicapped pupils include the hard of hearing
and the deaf. The hard-of-hearing pupil may have a slight, mod-
erate, or severe hearing impairment but always has some resi-
dual hearing ability. The deaf are those with severe hearing losses,
more then 70 decibels. It is estimated that between 0.5 and 1 per-
cent of school children have an amount of hearing loss severe
enough to be considered handicapped.

Special Education for the Hard of Hearing
Procedures for meeting the needs of hard-of-hearing pupils must

take into account their;, ability to communicate with others and
the age of onset of their h-,ndicap in relation to the development
of language abilities. Following appropriate medical treatment,
consideration should be given to the help they may obtain from
hearing aids, auditory training, speech reading, and speech train-
ing.

Where the hearing loss is in the 20-30 decibel range, it often will
be -sufficient to provide advantageous seating, auditory training,
and instruction in speech reading. The latter may be provided
for half-hour periods two .or three times a week by an itinerant
teacher. Pupils should be re- examined periodically to determine
whether the hearing loss is progressive.

Most children 'Those hearing loss is in excess of 30-35 decibels
should use carefully selected hearing aids. They will be consid-
erably benefited frOm the help they receive, particularly if given
adequate training in ways of using the aid. Speech reading is es-
sential, and some may need speech training in order to maintain
socially acceptable speech. Attendance in regular classes should
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be continued insofar as possible except for special instruction in
speech reading and auditory training.

Severely handicapped pupils, those with losses of between 50-70
decibels, will do better in special classes in regular schools.
Every child handicapped by a hearing loss should have an oppor-
tunity to live at home and attend a day school if at all possible. He
should be enrolled in a residential school only if he cannot other-
wise make reasonable progress in his school work.

In recent years much interest has been directed to preschool
children with hearing losses. Much of the difficulty in educating
a child with a severe hearing loss is a result of his receiving little
or no help until he is 6 years old. As a consequence, his command
of language is inadequate and he becomes educationally retarded.

There is no sound reason for waiting until 6 years of age to help
a hard-of-hearing child. Classes for children in schools for the
deaf and in public and private institutions have demonstrated that
children 2 or 3 years of age can wear hearing aids and learn lan-
guage. Many of them will become better equipped -.A. rowing
up and acquiring an education than those who receive n special
attention during the preschool years.

Programs for the Deaf
The education of the deaf, those with hearing losses of 70 deci-

bels or more, is generally conducted in special day or residential
schools. Since the percentage of the school population having such
severe hearing loss is small, those falling in this category will be
scattered throughout the community and will need to be assembled
at one central point for special education.

The major aim in the education of the deaf is the establishment
of a means of communication. Instruction is given in speech and
lip reading and sometimes in finger spelling and finger signs.

ORTHOPEDICALLY HANDICAPPED PUPILS

According to state registers of crippled children, there are about
400,000 children and youth who are handicapped more or less seri-
ously by orthopedic conditions. This group includes those with de-
fects in the size and structure of bones or joints or with deviations
in strength, coordination, or control.

Causes of Orthopedic Defects
Orthopedic handicaps are the result of a variety of causes. Some

are due to the aftereffects of poliomyelitis Disabilities due to this



136 SCHOOL HEALTH SERVICES

cause have decreased in recent years and undoubtedly will con-
tinue to decrease as widespread use is made of preventive vac-
cines.

Another important cause is cerebral palsy, a condition which
results from damage to brain cells just before birth, at the time of
birth, or shortly after birth. In most instances the exact cause
cannot be determined. The handicap produced is often multiple,
involving speech, hearing, and vision, in addition to motor mus-
cles. Intelligence is less often affected than is generally believed.
Sometimes subtle brain damage results in learning disabilities
that do not show up for years.

Some orthopedic defects are congenital, a result of improper
development of bones. Such defects may involve the feet, spine,
or other bony structures of the body.

Traumatic injuries frequently cause orthopedic handicaps. Such
injuries include amputated limbs, crushed joints, and severed
muscles.

School Procedures
Practically all who work with orthopedically handicapped chil-

dren agree that they should attend regular classes, if it is at all
possible for them to do so. There they may have many of the same
kinds of experiences as normal pupils and learn to respond on the
level that is expected of them in a competitive world. For those
who are not physically capable of participating in the regular pro-
gram, it is necessary ,to adapt staff, facilities, curriculum, and
equipment so that each may receive an appropriate education.

Special provisions for orthopedically handicapped pupils may
include: (a) transportation in school buses with an attendant, (b)
physical and occupational therapy, (c) speech therapy, if .needed,
and (d) health supervision by the teacher under the general direc-
tion of the school medical advisor snd nurse, if such are available.

Where there are a number of orthopedically handicapped pupils
needing regular physical or occupational therapy, or both, it is
desirable to arrange them temporarily in a special group so that
such services may become part of their daily routine. This makes
frequent therapy possible and enables the handicapped pupils to
be with other pupils during the school day. This procedure is of
great advantage to mothers, particularly if there are other chil-
dren in the family. Since some pupils will need therapy regularly,
even during school vacation periods, arrangements need to be
made to make therapy available on a 12-month basis.
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One of the most important functions of the teacher of orthope-
dically handicapped pupils is to help them adjust to their condi-
tions and to prevent the psychological crippling which often is
more damaging than the physical disability. This goal necessi-
tates guidance in developing a philosophical attitude which will
help the pupil face the inevitable comments about his handicap,
the moments of being stared at, and the sometimes oversolicitous
attention he may receive. The handicapped person may be helped
to focus his attentior on his assets and abilities, not on his limita-
tions.

PUPILS WITH SPEECH HANDICAPS

Speech-defective pupils constitute one of the largest groups of
handicapped youngsters. They frequently tend to develop emotional
conflicts because of their difficulties with communication.

Types of Defects and Disorders
Numerous defects and disorders produce speech that is indis-

tinct, unpleasant, or not understandable. They may be grouped in
the following categories: (a) articulatory defects, (b) stuttering,
(c) organic disorders, (d) conditions associated with hearing im-
pairment, (e) voice problems, and (f) retarded speech develop-
ment.

Functional articulatory defects, the most common, are char-
acterized by omission of sounds, distortion of sounds, or the
substitution of one sound for another. The chief causes are faulty
learning and emotional factors. Usually there is no organic defect.
Among each 1,000 pupils there are likely to be 40 to 60 with articu-
latory disorders requiring special attention.

Stuttering affects from 6 to 10 out of every 1,000 pupils. it is
characterized by fear and noticeable tension in contrast to the
normal, easy, and unself-conscious repetitions frequently observed
in young children. Stuttering is believed to be caused mainly by
parental anxieties concerning the normal imperfections of child-
hood speech and the elaborate train of consequences which such
anxieties set in motion. Once started, stuttering can be aggra-
vated by all factors that tend to produce maladjustment and low-
ered efficiency. Research has not uncovered an organic cause for
stuttering.

Among organic speech disorders, those associated with cleft pal-
ate or cleft lip and cerebral palsy are the most common. Approx-
imately 1 child out of every 800 is born with a cleft lip or palate.
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They need expert medical and surgical attention as well as speech
training over a period of years.

Speech problems associated with impaired hearing consist
mainly of distortions of articulation and voice. About 1 percent
of school children require the services of a speech correctionist
by virtue of a hearing loss.

Voice problems of a significant nature occur among from 1 to
2 percent of school pupils. The voice may be too high, too low, or
monotonous in pitch; too loud, too soft, or monotonous in volume;
nasal, breathy, hoarse, or harsh in quality.

Retarded speech development occurs in about 5 out of every
1,000 children. The causes are numerous, including mental sub-
normality, illness during crucial peiuds of speech development,
oversolicitous parents, and emotional disturbances. The numer-
ous causes indicate the need for careful diagnosis before treat-
ment is inaugurated. Help may be needed from a physician, and
sometimes from a psychiatrist, psychologist, social worker, or
speech correctionist.

Helping Pupils with Speech Defects
Pupils with speech defects or disorders may be identified by

parents or teachers, by physicians or nurses. After medical ex-
amination to determine whether there is an organic basis for his
problem, a pupil may be refeieed to a speech correctionist. About
1 to 2 percent of pupils will need help from such a person. A speech
correctionist provides help to pupils individually or in small groups
(8-10). Ordinarily pupils will be scheduled for one or two 15-min-
ute periods each week.

In the absence of special speech teachers the best that can be
done for speech-handicapped pupils is to ensure, insofar as is pos-
sible, that all members of the school staff possess at least an ele-
mentay knowledge of speech problems and of the type of pro-
gram which will help Close with such problems. Recommended
procedures to help prevent speech defects and to promote im-
provement among children who have speech defects include the
following:
1. Give constructive attention to conditions that may produce fear,

insecurity, and shyness.
2. Create a friendly and satisfying school atmosphere.
3. Avoid labeling a pupil as a stutterer.
4. Encourage the pupil with defective speech to practice speaking,

but do not force him.

ed Press International
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5. Refer pupils who seem to have impaired hearing to their phy-
sicians.

6. Assume an enlightened and sympathetic attitude toward boys
and girls undergoing adolescent voice changes.

7. Maintain a well-rounded school health program with special
attention to upper respiratory infections.

8. Make speaking fun. In primary grades utilize speech games
and games which promote auditory training.

The emotional climate of the classroom and teacher-pupil rela-
tionships are important factors in preventing speech disorders
and in helping pupils who have such disorders.

FRAIL CHILDREN

In most schools at one time or another there be a few chil-
dren who do not have the usual amounts of strength, energy, and
endurance. These are sometimes referred to as "frail," "deli-
cate," or "undeMtalized" ; but labeling them is not desirable and
sometimes produces unfortunate mental attitudes in children and
parents. Attention needs to be given to their condition, however,
and to school adjustments which may be helpful.

The first step is to discover the cause. Lack of energy and vi-
tality may follow prolonged illness or a serious accident. Such in-
formation may be obtained by questioning the pupil or his parents.
In other instances the condition may be the result of obscure
health conditions that can be diagnosed only by a complete medi-
cal examination including laboratory tests. Parasitic infections,
glandular disturbances, and blood disorders may be found. When-
ever unexplained weakness and chronic fatigue are observed, a
child should be referred to his physician for examination.

School Adjustment Must Be Individualized
For the convalescent, arrangements may be made for half-day

attendance over a period of time and possibly for a rest period
during school hours. Physical education should be modified to 4

meet the needs of the pupil. The return to normal strength may
be slow, and resumption of school activi..ies should be gradual fr

and dependent on the child's general condition.
School problems of debilitated children may be complicated by

frequent lbsences. This justifies the use of tutoring to help the
child with his studies. The pupil should be aided in making up
missed work but not required to work so hard that his progress to-
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ward normal health is retarded. Sympathetic guidance, together
with assurance that he will have ample time to make up lost work,
will facilitate his progress.

Although most children requiring special attention because of
general weakness and fatigue are cared for in regular classes,
some large communities have established special health rooms
in which these children may be placed temporarily. Such an ar-
rangement facilitates the provision of rest periods and of indivi-
dual tutoring. It is particularly helpful in caring for children who
attend school for less than a full day and for those whose attend-
ance may be extremely irregular.

LATERAL DOMINANCE

One side of the body may be stronger than the other in terms of
strength, agility, and ease of control. This condition, called lateral
dominance, finds expression as handedness, eyedness, footedness,-
and general body dominance.

Extent of the Problem
Most persons are right-handed, and most of the gadgets and ar-

rangements in our daily living are designed for right-handed indi-
viduals. As a consequence, left-handed people have many adjust-
ments to make. Some left-handed persons make these adjustments
easily, while others experience emotional confusion.

Estimates of the number of left-handed persons vary, the most
commonly accepted figures being from 4 to 6 percent. The vari-
ations occur because handedness is not always apparent. When a
child uses his right hand regularly for most operations, it cannot
be assumed that his preference lies in that direction. He may have
been trained to do most things right-handed.

Recommended Piocedures
Emotional disturbance may arise among children who are forc-

ibly changed in their handedness. Following forcible conversion
of handedness, some children develop awkwardness, poor mus-
cular coordination, irritability, restlessness, slow thinking, and
confusion, with a feeling of inferiority. It also may .be. followed
by speech defects, reading disability, and writing difficulties.

The following suggestions are offered for dealing with problems
of lateral dominance: Assure pupils that left-handedness is a
"normal" condition for some persons. Do not force a child
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to change his handedness and be on the alert to observe the re-
sults of changes in handedness forced by parents. When a left-
handed pupil writes, permit him to place his paper so that it runs
on a diagonal running from the upper right corner of his desk to
the lower left corner. If a pupil experiences conflicts due to his
handedness, suggest that he be seen by a physician or psycholo-
gist for careful examination and guidance. These procedures will
help pupils with problems due to lateral dominance.

HELPING THE MENTALLY HANDICAPPED

Mentally handicapped pupils are generally classified into three
groups: the slow learners (Intelligence Quotient between 90 and
70), the mentally retarded (IQ between 70 and 50), and the men-
tally deficient (IQ below 50). Scores on standard mental and edu-
cational achievement tests are the basic criteria used. These may
be supplemented by medical findings, evidence of retardation in
school, and the judgment of principals and teachers. From the
point of view of health, the development of programs that meet
the needs of mentally handicapped pupils is aimed at preventing
emotional and social problems.

The Slow Learners
In any school or classroom the slow learners are at the lower

end of the class. They compose from 20 to 25 percent of the school
population. In terms of intelligence tests their IQ's range from
about 70 to about 90. Other terms used to describe this group are
borderline and dull. The latter is bad for obvious psychological
reasons. .

Slow learners have the Cabacity to become good wage earners
and good citizens.. Ih educational achievement, however, they
progress more slowly than most of their classmates.

There are nonintellectual differences between slow learners
and average pupils. As a group, slow learners have retarded mo-
tor skill and muscular coordination, their general strength and
physical stamina are below par, and they are absent more than
is usual due to sickness. Some lack desirable persona}, and social
qualities as a result of unfavorable economic and social back-
grounds. Fortunately, every slow-learning child is nOt affected
with all these disabilities.

Slow learners are usually enrolled in regular classes. The teach-
er takes their below - average ability into account and helps them
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by (a) using concrete examplesobjects, pictures, field trips, and
such; (b) providing opportunity for handwork; (c) stressing the
immediately practical; (d) stressing vocational use; (e) teaching
pupils how to study; (f) gearing reading to the reading readiness
of pupils; (g) appealing to the simpler interestsin food, in the
strage, in excitement; and (h) developing any special abilities
a pupil may have.

The Mentally Retarded
Approximately 2 percent of all pupils should be enrolled in spe-

cial classes for the mentally retarded. These are childreh with
IQ's ranging from about 50 to about 70.

Classes for mentally retarded pupils should be part of regular
schools for children of the same age. Classes should be distributed
throughout the community so that they are at a minimum dis-
tance from pupOs' homes. Locating the older mentally retarded
pupils in junior high schools provides opportunities for industrial
arts and home economics at minimum expense.

Traditionally, training has been of the handwork type. In plan-
ning programs, however, it should be recognized that the majority
of these pupils will go into unskilled occupations and personal
service, rather than into skilled trades. Stress should be placed
on the following types of work: (a) specific training in personal
habits, sar9ty habits, courtesy, promptness, and social skills;
(b) information and training in the skills essential for home and
community living; (c) experiences leading to appropriate cultural
development. The latter will include participation in sports, music,
games, handwork, and other expressive and leisure-time activi-
ties.

Parental attitudes sometimes make it difficult to transfer a pu-
pil from a regular class program to one designed especially for
the mentally retarded. The parents may have difficulty accepting
the fact that their child is mentally retarded. In general, the key
to reaching an amicable agreement is to obtain parents' emotional
acceptance of the child's condition and needs.

The Mentally Deficient
One or two children out of every 100 are mentally deficient, hav-

ing IQ's of about 50 or less.
Children in this group do not learn well in usual school situations.

Some are trainable, and may be cared for in a special center for
the trainable mentally handicapped or in a special class in their
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neighborhood school. At best, however, only a few of them will
reach a mental ability equivalent to that of second grade pupils, a
level which obviously is inadequate for unsupervised community
living. Other limitations may exist, such as speech and language
defects, inability to observe safety precautions, inadequate per-
sonal habits, social incompetence, and behavior instability. Those
children who are unable to succeed in classes for the trainable
mentally retarded usually require custodial care.

THE MENTALLY GIFTED

From the point of view of emotional health, adjustment of pro-
grams to the needs of gifted pupils is as important as providing
suitable programs for the mentally handicapped. The term "gift-
ed" is applied to those with superior intellectual ability as
revealed by psychological evaluation and to those who have par-
ticular talent in any field of endeavor. Two percent of the school
population or more is gifted, the percentage depending on the cri-
teria used.

Adjustment Problems
A pupil with unusual talents or superior intellectual ability may

be unhappy with a regular school program and may develop un-
desirable social attitudes. The regular program may not chal-
lenge him or give him an opportunity to develop his talents. He
may become bored, disinterested, and possibly rebellious.

The pOtential problems of a gifted pupil relate to both home and
school situations. The situation that may exist has been described
in the following manner:

It is natural to seek companionship on one's own intellectual level. Yet
the children who are equal in age to the intellectually superior child are
chronologically older and hence physically bigger and stronger and socially
more mature. These older children may not like to be tagged around by a
"smart-aleck kid." Even parents and teachers may be goaded into irritability
by his exhibitions of superiority. If the superior child tries to associate with
children who are hia chronological equals, he is likely to be bored by them
and they are likely to be antagonized by him. As a result the child is caught
in a situation in which he feels that he is not wanted anywhere. And like all
people who feel unwanted he will develop emotional difficulties.'

The prevention of these difficulties is achieved by providing edu-
cational programs that are adapted to the abilities of gifted pu-

' Wheatley, George M., and Hallock, Grace T. Health Observation of School
Children. Second edition. New York: McGraw-Hill Book Co., 1956. p. 68.
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pils, programs that challenge their efforts and enab' 3 them to
develop their talents.

Programs for the Gifted

Schools use four major methods to provide optimal opportuni-
ties for gifted pupils. These are (a) enrichment of the regular cur-
riculum, (b) special classes, (c) accelerated programs, and (d)
elective courses. These methods are not mutually exclusive and
all four are concerned with broadening and enriching educational
-dportunities.

Many schools provide an enriched program for gifted pupils. The
gifted pupil remains at his own grade level and in his regular
room but carries on a variety cf activities over and above those
expected of other pupils. These include supplementary reading,
special individual problems and projects, simple research, hobby
clubs, and cocurricular programs. Although a step in the right
direction, it is doubtful if enrichment can adequately meet the
educational needs of all gifted pupils.

An increasing number of schools have set up special classes for
pupils with superior general ability. In these classes a small group
of gifted pupils follow an enriched curriculum. Criteria used in
selecting pupils for special classes include chronological age,; IQ,
health, teacher opinions, and achievement test scores. The spe:
cial class has the advantage over other methods in that more
careful attention can be given to the development of programs
especially adapted to the needs of gifted pupils. it is particularly
helpful in large schools and communities where there are a con-
siderable number of gifted pupils. It is not a feasible plan in small
schools and small communities.

Acceleration of education is achieved in some schools by assign-
ing pupil's to rapidly moving classes which complete two years
of work in one year or three years of work in two. Besides saving
time, acceleration is designed to prevent the gifted pupil from de-
veloping habits of indolence, a hazard which exists if he is not
occupied with studies that challenge his ability. Although accel-
eration through enrollment in rapidly moving classes is preferred
to the older method of allowing pupils to skip a grade or grades, it
still tends to place gifted pupils in competition with those who are
chronologically older and socially more mature. Acceleration is
generally considered to be the least satisfactory of the various
methods used for meeting the needs of gifted pupils.
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In secondary schools, educational experiences are greatly dif-
ferentiated by the courses which students elect. With careful
guidance, pupils with a special talent or with high intelligence
can be challenged and helped through a wide variety of elective
courses.

Efforts to adjust school programs to the needs of individual pu-
pils, whether they be handicapped, gifted, or "average," are de-
signed to improve the effectiveness of education and to promote
the emotional health of children and youth. Through these meas-
ures all pupils are helped to live happier and more useful lives.
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Chapter

Dental Health Services

The youth of the nation can be brOught to adulthood with sound
oral health only if they give proper care to their teeth and gums
and receive regular care from a dentist. These requirements for
dental health can be met by most pupils through their own efforts
combined with assistance from their parents, dental practitioners,
and school personnel.

Since dental decay and other defects and diseases of the teeth
and gums affect a greater number of pupils than any other
single health problem, it is important that school health services
include efforts to promote dental health. School personnel can
play an important role in raising the level of dental health in this
country. Both dental health education and dental health services
should :De focused on-

1. Encouraging and motivating pupils to visit a dentist regularly
for examination and treatment.

2. Presenting scientifically accurate information about teeth
and ;gums in the health education program, so that pupils
may -learn how to care for their teeth and what the commu-
nity does to promote dental health.

3. Helping to arrange for the dental care of pupils whose fam-
ilies have not been able to proVide it.

4. Providing experiences, including food services, that encour-
age desirable health practices with respect ,to dental health.

Dental health cannot be considered separate f oin other aspects
of health. General physical health affects the, teeth, and con-
versely, the condition of a pupil's teeth affects his general health.
It is common knowledge that a pupil with a toothache or other
dental problem may be irritable, disinterested, and unable to con-
centrate. His learning may be negligible until his dental health
is improved.

TYPES OF DENTAL HEALTH PROBLEMS

Largely because of the prevalence of dental caries, it has been
common practice- in the past to give almost complete attention to
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this disease in planning school dental programs. Although the
destructive effect of tooth decay should not be minimized, mal-
occlusion, clefts in lip and palate, :injuries, and diseases of the tis-
sue that surround and support the teeth should be given their share
of attention.

Incidence of Dental Caries

Comprehensive studies of the incidence and prevalence of den-
tal caries in children and youth have been made in every section
of the United States. A composite picture of the results shows that
at the present time approximately 50 percent of 2-year-old children
have one or more carious teeth. By the time children reach school
age, they have an average of three carious teeth. At the age of 16
the average youth has seven teeth decayed, missing, or filled, with 14
tooth surfaces involved. Girls have more carious lesions than boys
of the same age, the difference being attributed to the earlier erup-
tion of teeth in girls and the consequent longer exposure to attach
by caries.

A national survey' conducted in 1952 showed that 80 percent of
all dental patients under 20 years of age had teeth needing fillings.
The average number of carious teeth increased with age, from
three teeth for patients 5 to 9, four teeth for patients 10 to 14, to
more than five teeth for patients 15 to 19. It should be noted that
this study included only teeth needing, restoration, while the pre-
vious figures cited included decayed, Missing, and filled teeth:

A more recent study on "The Status of Dental Health of Navy
Recruits," 2 involving 2,027 young men from 18 to 23 years of age,
reports that the mean number of carious teeth per recruit was 7.
In addition, the recruits had an average of 2.4 missing teeth at the
time of the examination and more than one-third of them needed
one or -Tore teeth extracted. It would appear that these figures
indicate a constant problem of dental disease, continuing unabated
throughout the years. Much needs to be done to reduce these fig-
ures through greater attention to personal and professional pre-
ventive care.

' Bureau of Economic Research and Statistics4.merican Dental Association.
"Survey of Needs for Dental Care." Journal of the American Dental Associa-
tion. 46: 200; February 19E2.

' The Dental Research Laboratory, Dental Department, U.S. Naval Training
Center, Bainbridge, Md. Survey of Dental Health of the Naval Recruit. 1.
Status of Dental Health Research Report NM 7501.04.02 1957. Bainbridge,
Md.: the Center, 1957.
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Malocclusion
Malocclusion is the term applied to irregularities of tooth posi-

tion which result in the improper fitting together of the teeth on
closing the jaws. Malocclusion may lead to deformities of the
jaw and face.

E ealthy teeth in proper position are important from the stand-
poin t of mouth health and personality. Irregularities may inter-
fere with mastication and may cause an individual to select foods
not suitable for adequate nutrition. Dental and facial deformities
may produce undesirable emotional attitudes. Severe crowding of
'teeth often contributes to speech defects and may lead to gum
disease in later life. In addition, teeth that are not in correct po-
sition are more difficult to keer clean.

Statistics on the prevalence of malocclusion vary greatly. This
i- understandable because there are many degrees of malocclu-
sion. A study of more than 7,00 Michigan children, which was
carried out as part of an over-all survey of dental care needs in
that state, indicated that about 27 p3rcent of the children were in
need of some kind of orthodontic traatment. After age 14 care was
indicated for about one-fourth of all children.'

Irregular teeth may be c?.used by inherited or environmental
(acquired) factor3. In eithel. case the condition can usually be cor-
rected by orthodontic care.

An inherited tendency may be an important cause of malocclu-
sion in many cases In such cases, eruption of the teeth may be
advanced further than the growth of the jaws. As a result, the
size of the jaw is not adequate to accommodate the erupting teeth
and they wedge themselves into place by twisting and overlap-
ping. A combination of narrow dental arches and larger than
normal teeth may also result in malocclusion.

Nonhereditary factors causing malocclusion include excessive
sucking habits, especially after permanent teeth have erupted;
biting, grinding, or tongue thrusting habits; premature loss of
teeth; and, in some cases, prolonged retention of teeth. Early pre-
ventive and corrective measures by the dentist can prevent the
development of most malocclusions resulting from these causes.

Malocclusion can be prevented to the extent that certain unde-
sirable habits and conditions can be corrected or remedied be-
fore they become serious. Preventive measures may be applied

' Moore, G. R. "Orthodontic Program of Michigan State Department of
Health with New Classification of Occlusion for Survey Purposes." American
Journal of Orthodontics 34: 355; 1948.
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at any time during the period that a child's dental structure is de-
veloping.

Malocclusion can be corrected through orthodontic care. Ortho-
dontics, a specialized division of dentistry concerned with tooth
alignment, deals with the highly complex problems of growth and
development as they relate to the teeth and jaws. The nature of a
particular condition determines the age at which orthodontic treat-
ment should be started and the length of time that treatment will
be required.

Iniuries to Teeth
Complete statistics on the incidence of dental injuries are not

available, but among children and athletes the problem can be a
serious one. If teeth are fractured, loosened, or knocked out, im-
mediate attention of a dentist is indicated. Treatment can usually
restore the injured teeth to health and function through various
techniques including suturing, splinting, and implantation. A step
in eliminating dental injuries ir contact sports is the use of mouth
protectors or face guards by football players.

Diseases of Tissues Surrounding Teeth
Diseases of the gums and other structures supporting the teeth,

referred to as periodontal diseases, include gingivitis, Vincent's
infection (trench mouth), and periodontitis.

There is considerable evidence that periodontal diseases, includ-
ing periodontitis, have their inception in childhood. Recent ad-
vances in caries prevention will greatly extend the "life expec-
tancy" of teeth, but this gain will be sharply offset in later years
if periodontal diseases are not given attention in programs for
children and youth'.

Periodontal diseases result in inflammation and infection of the
gums, degeneration of the periodontal membrane, progressive
loss of supporting bone structure, formation of pus pockets, and
loosening of teeth.

In persons under 20 years of age, gingivitis (inflammation of the
gums) is the most common of the various forms of periodontal
disease.. Simple gingivitis is caused by local injurious agents,
such as accumulation of deposits, on teeth (calculus), rough edges
of fillings, and strong chemicals. It may also be caused by irreg-
ular tooth alignment. Infectious gingivitis is caused -by local bac-
terial growths between the teeth and beneath the =gum margin.
These growths produce inflammation of the gums acconipanied by



DENTAL HEALTH SERVICES 153

pain and bleeding. The most effective means of prevention and
of treatment are the proper use of the toothbrush and dental floss
and other measures prescribed by a dentist. Prophylaxis by a
dentist or dental hygienist intervals suggested by the dentist
is essential, since personal care alone cannot eliminate the accu-
mulation of calculus.

Wide variations in reports of the prevalence of gingivitis al::: due,
in all probability, to lack of uniformity in the criteria used in ex-
aminations. In an early study (1933) it was found, for example,
that gingivitis was almost universal in children attending the
Guggenheim dental clinic in New York,' while the prevalence re-
ported by otter investigators ranges from 8 to 60 percent in chil-
dren of schooi age. Of 804 children (5 to 14 years of age) examined
in a suburban school of Chicago, 64.3 percent had gingivitis. The
severity of the disease was found to be in the order of 35.9 percent,
mild; 12.8 percent, moderate; 9.2 percent, severe; and 6.5 percent,
very severe. The percentage of children affected was significantly
higher with increasing age. It mounted rapidly from 9.1 percent
at 5 years to 67.3 percent at 7 years. The percentage rose slowly
thereafter to a peak of 80 percent of children affected at 11 years
of age.°

In studies made more recently in the U.S. Navy, 79 percent of 18
to 23-year-old recruits had a recognizable gingivitis at the time of
examination.°

Vincent's infection (trench mouth) is another type of gingivitis
that deserves special mention because of its serious nature in cer-
tain instances. Although several types of microorganisms are
involved, the specific cause is not clearly understood. It is doubt-
ful whether the disease is comrnuuleAble. Vincent's infection
is accompanied by pain and ulceration ,which interfere with chew-
ing and toothbrushing. The gums bleed easily, and the breath has
a foul odor. Although dietary deficiency, low tissue resistance to
infection, and endocrine disturbances may be contributing causes,
local irritations and poor oral hygiene are predominant factors.
Treatment is concentrated mainly on the removal of irritants,

' McCall, J. 0. "The Periodontist-Looks at Children's Dentistry." Journal of
the American Dental Association 20: 15; January 1933.

"Mass ler, Maury; Schour, Isaac; and Chopra, Baldev. "Occurrence of
Gingivitis in Suburban School Children." Journal of Periodontology 21: 146;
December 1943.

The Dental Research Laboratory, Dental Department, U.S. Naval Training
Center, Bainbridge, Md., op. cit.
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calculus, and otho.r debris; painstaking mouth cleansing; and the
use of antibiotics.

Cleft Lip and Cleft Palate
Cleft lip and cleft palate present serious obstacles to children

unless corrected. Research by Grace indicates that a cleft (or
clefts) occurs in 1 of every 8G0 births and that the condition is
more common in males than in females.' Studies by -Graber" and
Haggerty show incidence ratios of 1 in 700 and 1 in 650 births.

Children with cleTt lip or cleft palate are handicapped in chewing,
in speech, and in social adaptations. The condition is usually recog-
nized at birth and should receive early attention. A cleft lip
should be surgically repaired, a procedure which is desirable as
soon as an infant has regained his birth weight. Repair of a cleft
palate can take place at a later time; some dental-medical teams
accomplish it before eruption of any permanent teeth, while
others wait until a later time.

CAUSES AND PREVENTION OF CARIES

Dental caries, today the most prevalent of all physical defects
in children, can be greatly reduced in the years immediately
ahead. Its general causes are known and, although it cannot be
entirely prevented, its occurrence can be markedly decreased
through the use of preventive procedures, the effectiveness of
which have been scientifically proved. These procedures are wa-
ter fluoridation, topical fluoride applications, toothbrushing, and
decreased consumption of easily and .quickly .fermentable carbo-
hydrate foods, particularly candy andbther sugar -products.

The Cause a Tooth Decay

Dental caries is a decalcification of enamel and dentin caused
by the action of bacteria on particles of carbohydrate food, par-
ticularly sugar. Sugar may be ingested in the form of refined su-
gar, candy, or sweetened drinks ; small amounts may be formed by
the partial digestion the mouth of other carbohydrate food. The

Grace, L. G. "Frequency of Occurrence of Cleft Palates and Hare Lips."
Journal of Dental Research. 2k': 495; December 1943.

° Graber, T. M. "The Congenital Cleft Palate Deformity." Journal of the
American Dental Association 18: 375; April 1954.

° Haggerty, Robert F. "Cleft Lip Repair. Its Orthodontic Significance."
Angle Orthodontist 26; 1; January 1957.
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action of bacteria on sugar produces acids which are capable of
dissolving tooth structure. The extent of damage depends on the
length of time the acids are in contact with the teeth, the capacity
of the saliva to neutralize the acid, and the presence of 6.-atal
plaques.. The latter are gluey, gelatin-like substances that adhere
to teeth and provide an excellent environment for badterial growth
and action. Dental decay begins under a dental plaque.

Recent experiments on "germ-free" animal:, support the conclu-
sion that dental caries does not occur when bacteria are not pres-
ent in the mouth. It is known also that a suitable food for bacteria
is a prerequisite.

A few investigatOrs still support, in part at least, a theory that
dental caries is a manifestation of nutritional deficiency or a dis-
turbance of metabolism caused by a faulty diet which results in
unsound and caries-susceptible teeth. Extensive research has
not provided evidence to support this theory. On the contrary, it
has been reported that

No relationship has been demonstrated between the intake or assimilation
01 calcium, phosphorous, or acid base dietary values or between any other
nutritional principles and the activity of dental caries. No evidence was
found which indicates that dental caries is a manifestation of malnutrition
or that it may be prevented by the feeding of adequate diets unless carbo-
hydrates are definitely restricted.'

The foregoing should not be construed as skepticism concern-
ing the importance of nutrition to dental health. Proper foods in
adequate quantity are essential for growth and dvelopment of
the teeth, gums, bones, and muscles. But the only element which
has been demonstrated to be important in the development of
caries-resistant enamel is fluorine.

While teeth are developing within the jaws they need adequate
amounts of proteins, minerals, fate, and other food elements. The
cells that form the teeth and bones need calcium. Once calcifica-
tion is completed, usually by age 8 except for the third 'molars,
there is little evidence that the enamel can benefit from this nu-
trient. Teeth, therefore, are different from bone since bone cells
need calcium throughout life.

Fluoridation of Public Water' Supplies
The expression "fluoridation of the water supply" refers to an

adjustment of the fluoride content of water deficient in this sub-

" Bunting, Russell W., editor. Ora/ Hygiene. Philadelphia: Lea and Febiger,
1967. p. 157.
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stance so that it will contain an optimum amount. Fluoridation of
the public water supply is now scientifically accepted as a .prac-
tical and safe procedure for preventing as much as 60 percent of
dental caries:in those persons who drink it from birth." Fluorida-
tion of water supplies offers the greatest hope for preventing car-
ies because it makes fluoridated water available to large numbers
of people it relatively low cost.

For more than three decades it has been known that the teeth
of persons who regularly consume water containing an optimum
amount of fluoride have an unusual resistance to tooth decay. There
is approximately three times as much dental caries in children
who use fluoride-deficient water as in children who are born and
reared in communities whose water supplies contain the optimum
concentration of about one part per million of fluorine.

As a result of controlled scientific research, it is known that all
children living in a community benefit from fiaoriation of the
public water supply. Children who regularly drirk water contain-
ing the optimum amount of fluoride from birth u ill receive the
greatest benefit. The protection against caries continues through-
out life. Children who are older when they begin drinking fluori-
dated water will receive substantial protection against dental, car-
ies but not as much as the younger children.

Fluoridation does not affect the taste, odor, or color of water;
nor does it cause any interference with the domestic or industrial
uses of water. Fluoridation is inexpensive, the cost varying in
different areas from about 5 to 14 cents a year per person.

Although the mechanism by which fluoride prevents dental caries
has not been definitely established, it is believed that fluoride pro-
duces a tooth structure that is more resistant to mouth acids. It
is possible, also, that fluoride inhibits the bacterial or enzymatic
processes involved in the formation of mouth acids.

Too much fluoride in the drinking water results in a condition
known as dental fluoosis or "mottled enamel," sometimes ac-
companied by staining of the teeth. With the exception of this
condition in areas with excessive fluoride, no scientist has found
any harmful effects on health from drinking fluoride bearing wa-
ter. Millions of people for generations have used water which
naturally contains fluorides. In some communities the natural
fluoride concentration in water is from two to five times higher
than that recommended for public water supplies. The only ill

" Blayney, J. R. "Economy of Water Fluoridation." Journal of the American
Dental Association 65: 595; November 1962.
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effect found in even the highest fluoride areas is dental fluorosis.
Interestingly, where this condition occurs the teeth are highly re-
sistant to caries.

Many scientific bodies and other organizations concerned with
public health have recommended fluoridation of public water sup-
plies as a desirable and safe procedure. These organizations in-
clude the American Dental Association, American Medical Asso-
ciation, American Public Health Association, National Research
Council, U. S. Public Health Service, State and Territorial Dental
Health Directors, and Association of State and Territorial Health
Officers.

Teachers. and other school personnel, as leaders in a f'onununity,
should become well informed concerning fluoridation and should.
give support to all agencies and groups interested in obtaining the
benefit of water fluoridation for the children and future adults of
the community.

Topical Applications of Fluoride
Another preventive procedure involves the application of a fluo-

ride solution to the teeth of children. This procedure will reduce
the incidence of caries by approximately 40 percent. Topical
fluoride applications should be available to any child who does
not have access to fluoridated water.

Research workers differ concerning the value of topical appli-
cation of fluorides to the teeth of children born and reared in fluo-
ride areas. Some report additional caries reduction while others
report no significant change in expected reductions in decay.

Fluorides are also introduced as a dietary supplement by pre-
scription of a dentist or physician. Studies have indicated that
these fluorides, in tablet or liquid form, can help develop resis-
tance to tooth decay if taken continuously by a child during the
period from birth to at least 8 or 10 years of age.

Toothbrushing
Removal of carbohydrate material from the teeth by proper

toothbrushing aids materially in preventing caries. In order. to
obtain maximum benefit, it is necessary to brush the teeth within
a few minutes after eating. Acids form rapidly after carbohydrate
foods, especially those containing a high concentration of sugar,
are taken into the mouth and reach a maximum concentration
within 20 to 30 minutes. Within an hour and a half conditions re-
turn to their original state, and the attack of caries is over for the
moment.
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Toothbrushing helps to keep teeth clean and attractive, con-
tributes to caries prevention, and aids in the prevention and con-
trol of gum disorders.

Dentifrices containing substances especially designed to pre-
vent dental caries have been widely advertised. The value of these
preparations must be established by carefully controlled research
studies. These studies are evaluated by the Council on Dental
Therapeutics of the American Dental Association on request of
the manufacturer. Information from the Council is available to
all dentists for their use in recommending a dentifrice to patients.

Reduction of Sugar Consumption
Although carbohydrates are important constituents of a well-

balanced diet, the excessive and frequent use of foods containing
a high coicentration of sugar is harmful to teeth. Excellent re-
sults in caries reduction have been obtained by decreasing the
consumption of such sweet foods as candies, syrups, jams, jellies,
confections, and sweetened beverages.

Schools can help children safeguard 'their teeth by discontin-
uing the practice of selling er distributing candy and sweet bev-
erages on school premises. The importance of preventing ill health
through the careful selection of meals and between-meal snacks
has not received the attention it deserves. Nevertheless, a num-
ber of organizations interested in the health of school children
have offered suggestions relating ti,, this problem.

The House of Delegates of the American Dental Association
adopted the following as a part of a resolution on sugar and den-
tal caries:
Whereas convincing evidence has teen accumulated over many years concerning
the hazards to dental health res Ilting from the consumption of sugar, and

Whereas a recent report adoptel by the Council on Dental Health and the
Council on Dental Therapeut;cs provides a comprehensive review of pub-
lished evidence of the dental hazards of high levels of sugar consumption,
therefore, in the interest of public health be it

*Resolved that the Association recommend that dental societies call to the
attention of school administrators the need for eliminating from the schools
the sale of sweetened beverages and confections."

Sale of sugar-containing drinks and other confections in schools, especially
through dispensing devices, encourages the between-meal consumption of sugar-
rich products. It is the between-meal use of sugar which is believed to, be
especially hazardous to dental health.

" American Dental Association Transactions, 94th Annual Session. Chicago:
the Association, 1953. p. 225.
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The Council on Foods and Nutrition of the American Medical
Association prepared a statement on "Confections and Carbonated
Beverages in Schools." Its statement is as follows:

One of the functions of a school lunch program is to provide training in
sound food habits. The sale of foods, confections, and beverages in lunchrooms,
recreation rooms, and other school facilities influences directly the food habits
of students. Every effort should be extended to encourage students to adopt
and enjoy good food habits. The availability of confections and carbonate 1
beverages on school premises may tempt children to spend lunch money f Jr
them and lead to poor food habits. Their high energy value and continual ay. il-
ability are likely to affect children's appetites for regular meals. Expendit ire
for carbonated beverages and most confections yields a nutritional ret irn
greatly inferior to that from milk, fruit, and other foods included in the
basic food groups. When given a choice between carbonated beverages . nd
milk or between candy and fruit, a child may choose the less nutritious. In
view of these considerations, the Council on Foods and Nutrition is particularly
opposed to the sale and distribution of confections and carbonated beverages in
school lunchrooms."

The National Congress of Parents and Teachers, a group with
understandable interest in the health and welfare of children and
youth, has expressed its views concerning the sale of carbonated
beverages, candy, and other confections. A statement of the Ex-
ecutive Committee of this organization reads:
The National Congress of Parents and Teachers, aware at all times of the
needs of children, has recognized the need for a sound program of nutrition
education in the schools by creating the parent-teacher School Lunch Com-
mittee. The purpose of the committee is to assist schools in developing a
program that will give growing children experience in building sound food
habits so necessary for their health and well-being.

The sales of carbonated beverages, candy, and other confections in schools
may interfere with effective nutrition education. Many children spend lunch
money for these less nutritious foods and are at the same time deprived
of valuable learning experience. In this connection we call attention to a
similar statement made by the Council on Foods and Nutrition of the American
Medical Association.

We recognize that the sale of these items in schools is an administrative
problem and that the responsibility of the parent-tetther organization is
interpreting to parents the dangers involved in substituting these items for
milk and nutritious foods in the child's diet, so that parents will give adminis-
trators the backing needed to remedy this situation.
We also rededicate ourselves to the continuing task of providing adequate
public support for schools in order that administrators may not feel the
pressure for school funds great enough to demand the sale of such items, the

" American Medical Association, Council on Foods and Nutrition. "Confec-
tions and Carbonated Beverages in Schools." Journal A.M.A. 180: 92; June
1962.
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profits from which supply auxiliary funds needed in many schools for enrich-
ment materials.
We have increasing confidence that school administrators in any community,
when they have the complete cooperation of parents, can make any change
in practice found necessary for the welfare of our children."

Developing school practices in keeping with these resolutions
.:an aid in promoting the dental health of children. However,
effective accomplishments will depend on educating children and
youth regarding reasons for the practices, thus eliciting their
cooperation.

SCHOOL DENTAL HEALTH SERVICE

A school dental health program aims to help children and youth
appreciate the importance of a clean mouth, free of disease and
abnormalities, and to help them assume responsibility for personal
care and for obtaining periodic professional care. The school's
role in achieving these objectives involves histruction and coun-
seling.

The extent to which education relating to dental 'health is
supplemented by specific services varies widely, depending in part
on the role played by other community agencies. The program
for a particular community should be formulated jointly by repre-
sentatives of parents, school personnel, the health department,
and local dental and medical societies. Attention needs to be
given to health attitudes, to the advantages and disadvantages of
schoOl dental inspections, to types of dental examinations, to ade-
quacy of treatment facilities, and to the dental staff needed by
schools.

Dental Health Attitudes
The success of school dental health efforts depends partly on

pupils' attitudes toward dental health and toward dentists, atti-
tudes that may develop during the preschool years. Although
modern dental treatment is accomplished with less discomfort to
the patient than formerly, the fear complex still exists. Thought-
less, exaggerated conversation on the part of parents or of older
brothers and sisters, overheard by younger children, creates a
fear of dental service which is difficult to overcome. Jokes and
cartoons may add to the problem.

" Executive Committee of the National congress of Parents mid Teachers.
"Statement Concerning the Sale of Carbonated Beverages, Candy, and Other
Confections in Schools Operating Lunch Prograrhs." National Congress Bulletin
19: 1; September 1951.
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Many children are suffering from a toothache when they make
their first visit to the dentist. Thus they come to associate pain
with dental care.

Everything possible should be done to encourage parents to ob-
tain periodic dental examinations for children of preschool age.
Parent groups should be encouraged to discuss dental health
problems under the leadership of a dentist or a dental hygienist
and to become informed concerning the care of children's de-
ciduous teeth and the methods for preventing dental defects found
in children of preschool age. The importance of six-year molars,
the first permanent teeth to erupt, should be emphasized. Preserva-
tion of these teeth i5 essential for future dental health.

Ideally, a child's dental status should be appraised periodically
by his family dentist, beginning when all of the child's deciduous
teeth have erupted, usually between 2 and 3 years of age. Early
dental care enables the dentist to discover and correct defects in
their first stages. Subsequent visits at regular intervals permit
the dentist to observe the child's dental growth pattern and to
detect early symptoms of disease and irregularities. Prompt action
will prevent pain, serious complications, and loss of teeth.

A c'itild's first appointment with a dentist should be a pleasant
introduction to a new environment and a new personality. It can
be free fit= discomfort if arranged before serious problems occur.

A definite rule as to how often a child should visit a dentist
cannot be made. Considerable variation exists among children
as well as among adults in mouth cleanliness and in susceptibility
to dental disease. All children need to visit a dentist at least
once a year, most need to go twice a year, and some even more
frequently. The dentist is the best person to advise regarding
frequency of examinations. .

In some communites the health department, hospital, or other
agency provides clinics for the examination and treatment of pre-
school children from needy families.

Dental Inspections and Examinations for School Children

Children continue to need periodic examinations by a dentist
throughout the school years, the time when primary teeth are
being replaced with permanent teeth and when dental decay is
extremely common.

There is considerable difference of opinion concerning the value
of dental inspections conducted in schools on a routine basis. A
majority of school children will require dental care at least an-
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nually ; therefore inspection is of little value as a case-finding
procedure.

Some communities, however, feel that school dental inspections
are effective in motivating children and parents to obtain complete
examinations and necessary treatment. Properly planned and
conducted inspections may serve as a basis for dente' health edu-
cation in the classroom, may help..build a positive attit :de in the
child toward dental care, may motivate the child to obtain regular
dental care, may serve as a fact-finding experience for pupils,
teachers, and dentists, and may provide a baseline for evaluating
the school dental health program.

On the other hand, improperly planned and conducted inspections
may be accepted by parents as a complete dental examination. A
dentist, working in a typical school examining room, can make, at
best, only a cursory appraisal of the oral structures. Additionally,
it is difficult to get parents to be present during a dental inspection
in school. Absence of the parent during the inspection makes an
effective follow-up difficult.

In general, schools make their most significant contribution to
pupils' dental health by encouraging parents to take children to
their own dentist for examination and for such treatment as" is
necessary. This is done in a variety of ways. A common method
is to provide pupils with a form to take to the dentist and to have
them return the form following completion of examination and
treatment. See Figure I.

This type of an examination program requires some instruction
by the teacher before the forms are given to the pupils. Children
are instructed to take the forms home and to discuss them with
their parents. The dental examination is.arranged by the parent
or by the child if he is old enough. If no 'treatment is needed, the
dentist signs the form and the child returns it to his teacher.
If treatment is needed, arrangements are made with the dentist
by the parent. After completion of treatment the dentist signs the
card, and the child returns it to the teacher. The parent and the
child are responsible for all the arrangements; the only function
of the school is to motivate action.

If dental examinations or inspections are conducted in schools,
it is important to select carefully the procedure to be used and to
note it on reports of results. Unless this is done, it is impossible
to evaluate the conditions found or to compare results with those
obtained in other communities.
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In order to encourage standardized procedures and uniform
reporting, the American Dental Association adopted, for use by
dentists and other professional personnel, the following classifica-
tion of dental examinations and inspections:

Type 1. Complete examination, using mouth mirror and explorer, adequate

illumination, thorough roentgenographic survey; when indicated, percussion,

pulp vitality tests, transilluminations, study models, and laboratory tests.

Type 2. Limited examination, using mouth mirror and explorer, adequate

illumination, posteror hawing roentgenograms; when indicated, periapical

roentgenograms.

FIGURE I SAMPLE OF FORM USED TO ENCOURAGE PARENTS
TO TAKE THEIR CHILDREN TO A DENTIST

Front

TO THE PARENT:

Our school has a health program that is designed to improve,
protect and promote the health of the child. As a part of this
health program we strongly urge all parents to have their
children visit their dentist at least once a year for a dental
examination and whatever treatment may be necessary. In the
interest of better dental health, would you then have your
child take this card to a dentist of yOur choice. When the
examination and treatment are completed, the card should be
returned to school.

Principal

Back
Report of Dental Examination

This is to certify that I have examined the teeth of

1. All necessary dental work has been completed.

2. Treatment is in progress.

3. No dental work is necessary.

Further recommendation,

and

Date Signature of Dentist

(Please return this card to the teacher.)

Source:
American Dental Association. A Dental Health Program for Schools.

Chicago: the Association, 1954. p. 18.
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Type 3. Inspection, using mouth mirror and explorer, adequate illumination."

The value of examinations will depend on which of these three
types of examinations is used.

Obtaining Treatment for Ail

It is essential that dental treatment be available for all children
in every community, including topical applications of fluoride in
communities where the water is not fluoridated. Although most
children will receive care from their family dentists, thi com-
munity should provide treament for those whose parents cannot
afford such services. The school should utilize all community re-
sources to meet the health needs of pupils. If dental care is not
available to all, the local health and welfare agencies and dental
society should be consulted.

Numerous methods are used in providing dental care for needy
children. In some localities, treatment is provided in private
dental offices under a plan developed jointly by local or county
officials and the local dental society. I.Le of a mobile dental clinic
under the direction of the health department is a procedure that
has been carried on successfully in certain rural sections.

In large towns and cities, clinics may be organized under the
auspices of a foundation, health department, dental society, hos-
pital, or the schools. In some localities the clinics serve only
children of school age ; in others they serve all needy individuals
regardless of age.

Some school systems, particularly in large cities, ;lave operated
dental clinics for many years. These programs originally de-
veloped because school personnel were aware of the dental needs
of children and no other agency seemed ready to provide treatment
facilities. With greater community awareness of the importance
of dental health and the expansion of other community agencies, it
is now felt that responsibility for providing dental treatment to.
needy persons is more properly within the purview of the com-
munity welfare or health agency than of the community education
agercy. Current thinking seems to be largely in accord with prin-
ciples enunciated in 1949 by a special committee established by the
Federal Security Agency, which included the premise that "parents
have primary responsibility for the health of their children. Health
service programs should be designed to assist parents in discharging

" American Dental Association. A Dental Health Program for Schools.
Chicago: the Association, 1954.
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this responsibility but not assume it for them." 16 The committee
further recommended "that clinical facilities should not be set up
in school buildings except where the school building is a com-
munity center and there is general agreement among all local
groups concerned that such location provides the best solution for
the specific community." 16

Priorities in Treatment Services

It is not always possible to provide all the dental treatment
children need. This situation may ocLir in private dental offices
as well as in public dental clinics. When all necessary treatment
cannot be given, dentists may be guided by the following priority
classification of services:

For Children:
1. Relief of pain and treatment of acute infections
2. Elimination of pathological conditions and extraction of unsavable teeth
3. Treatment f.-1 permanent teeth with exposed vital pulp
4. Treatment of bone and soft tissue diseases and abnormalities
6. Repair of injured or carious permanent teeth
6. Repair of injured or carious primary teeth
7. Prosthodontic and orthodontic services."

Excusing Pupils from School

Since one of tile aims of the school program is to help pupils
establish habits of making periodic visits to a dentist, it is now
common practice to excuse pupils from school to keep dental ap-
pointments when this becomes necessary. The justification of
such practice, however, is not based solely on educational con-
sideration. in most communities it is impossible for dentists to
care for all school children in the relatively small amount of time
available during after-school hours and during vacations. More-
over, young children should visit the dentist, whenever possible, in
the early part of the day when they and the dentist are less likely
to be affected by nervous and physical fatigue.

Abuse of the privilege of making dental appointments during -
school hours can be minimized by cooperation among teachers, .

parents, and dentists. Parents and dentists should arrange pupil

*U.S. Office of Education, Federal Security Agency, Children's Bureau,
and Public Health Service. Priorities in 11 alth Services for Children of School
Age. Washington, D. C.: Government Printing Office, 1949. pp. 2 & 10.

"American Dental Association. Official Policies of the American Dental
Association on Dental Health Programs. Chicago: the Association, 1957. p. 17.
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appointments for out-of-school hours to the greatest extent pos-
sible. Time for school-time appointments should be so selected that
a pupil will miss as little as possible of his regular school program.

Teachers and other school personnel should realize that a pupil's
understanding of health and factors related to health is increased
during his visits to a dentist. It is a real, vital, educational ex-
perience. The dentist's comments and suggestions may increase
the pupil's knowledge 'concerning teeth and their care and motivate
him to follow practices which contribute to good dental health.

The practice of excusing children from school only for emergency
dental care is not a wise one. The; purpose of making it possible
for children to obtain dental care is to avoid dental emergencies
and to save teeth. Why wait until pain prevents school achieve-
ment, when less time will be lost by "preventive care?

School Dental Staff
The type of program a school develops determines the type of

dental personnel needed. If the program is primarily an educa-
tional one, only consultant services will be necessary ; but if in-
spections are to be made or treatment provided, a staff of dentists
and dental hygienists will be required.

In a small community, consultative services may be provided
by a committee of the local dental society or a member of the
society to whom this responsibility 'is delegated, preferably one
with special interest in children's dentistry. Where a dentist is
employed by a health department, he may serve as a dental con-
sultant to the schools. Large school systems sometimes employ a
dental consultant. The functions of the consultant should include
the following: to serve in an advisory capacity to school officials
in all matters dealing with dental health; to give professional
advice on special dental health problems of children ; to supervise
the work of school dental hygienists; and to serve as a liaison
betwcen the schools, local dentists, the health department, and
other community groups.

Dental hygienists are employed in some school systems, par-
ticularly in large communities. There is considerable variation in
the duties assigned to them. In general, the hygienist is an assistant
to the dentist and works under his supervision. The functions of
school dental hygienists have been described .as follows:

1. Interpreting children's dental defects to school personnel and parents.
2. Assisting children and parents in making plans for dental corrections.
3. Guiding parents who cannot afford to pay for the dental treatment of

their children to community sources of treatment.
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4. Assisting teachers in their dental health instruction programs by provid-
ing authentic teaching materials, helping plan dental health activities
for the classroom and serving as a resource person.

5. Arranging to 1.cep appropriate records or reports of inspections and
corrections.

6. Assisting in parent education programs through P.T.A. and other such
organizations.

7. Assisting in in-service training programs for teachers in dental health."

In addition, she may carry out the following functions where
they are provided for:

1: Giving dental prophylaxis (cleaning the teeth).
2. Assisting in organizing and conducting the dental inspection program.
3. Giving topical application of sodium or stannous fluoride where state laws

permit her to do this."

In schools not having hygienists, the provision of assistance to
teachers in their dental health education activities and the' follow-
up of children needing dental care may be assigned to a nurse or
health educator. Where neither of these is available, the teacher
will need to assume full responsibility for educational and follow -up
activities, including encouraging children to visit their dentist.

Working To Improve Dental Health

The status of dental health of the people of our nation is not yet
satisfactory. There is evidence, how?ver, that a greater percentage
of people is receiving dental care than ever before. Year after
year, more children are receiving the benefits of fluoridation of pub-
lic water supplies. Dentists are placing more emphasis on pre-
ventive measures.

If the control measures currently available were fully utilized,
the dental disease problem could be reduced 60 to 70 percent or
even more. The utilization of these measures depends primarily on
educationeducation of children and pareflts.

Schools in the past have played an important part in calling to
the attention of children and parents the importance of good dental
health. School administrators today have a better understanding
of school health, and teachers have better preparation in health
and a better- appreciation of the importance of good health to learn-
ing. Working with parents, dentists, and other health workers,
school personnel can contribute much toward the improvement of
dental health of school children.

1' American Dental Association. A Dental Health Program for Schools.
Chicago: the Association, 1954. pp. 11-12.
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Chapter

Mental Health Services

Mental health and physical health cannot be separated ; each is
one aspect of total health. Some mental ill health is causfid by
such physical factors as endocrine disturbance, inborn errors of
metabolism, and detectable or undetectable injury to the brain o:
nervous system. Conversely, physical illness may be caused, ag.,
gravated, or prolonged by mental or emotional complications. Even
the disability from a physical injury, defect, or frailty may be more
related to the individual's attitudes toward it than to the severity of
the physical condition.

The school health program that does not include attention to
mental health is incomplete. Just as the physician studies his pa-
tient as a total individual in a family and community setting, school
personnel should be interested in the total pupil and in all aspects
of the school environment that affect his mental or physical health.

Mental health, social health, and emotional health are so closely
related that it is often difficult to separate one fro:; the other. Fre-
quently, two of these terms are combined to form such phrases as
"mental and emotional health" or "emotional and social health."
The term "mental health" has the' broadest. connotation. Mental
health programs include measures to promote emotional and social
health, to help individuals afflicted with functional or organic
diseases of the brain, and to aid those who are mentally deficient or
retarded.

Mental health is revealed by the way a person feels and acts.
It is a state of well-being in which he (a) makes optimal use of
his unique talents and capacities, (b) copes successfully with the
stresses and strains of his environment, (c) attains good relation-
ships with his peers and with those in authoritative or subordinate
relationships, and (d) accepts happily a reasonably realistic con-
cept of himself and his role. These concepts clearly indicate the
social nature of cert. ,n aspects of mental health.

Mental health, as p, sical health, is not mere absence of specific
illness. School efforts must help children and youth to develop
balanced personalities and to glow with a resilient, positive out-
look on life. They need freedom to develop creative potentials.
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The mental health of children and youth is a resultant of the
interplay of complex forces exerted in the home, the school, and
other parts of the community. This chapter deals primarily with
school factors.

THE SCHOOLS AND MENTAL HEALTH

Problems related to mental health are so diverse and of such
magnitude that many organizations and agencies are concerned
with them. Consequently, it becomes important that the specific
role of the schools be identified and that the roles of particular
persons in the school be clarified.

Seriousness of the Problem
Evidence that all is not well with the mental health of people in

this country and other countries is found on every side. The stag-
gering enrollments in hospitals for the mentally ill, the numerous
incapacitating illnesses of psychosomatic origin, the high rates for
suicide, divorce, delinquency, and illegitimate birthsall of these
cause great concern.

Moreover, writers point out widespread maladjustments result-
ing from the pressureg of suburban living and the stresses of cor-
poration competition. They tell of individuals who are goal-less,
who feel defeated, and who search for immediate kicks, as illus-
trated by many street corner gangs in underprivileged districts.
Alcoholism and narcotic addiction are tragic conditions which some-
times result from emotional disturbance. Sociological studies of
mental illness add fuel to the fire of distress over the magnitude of
mental health problems.a. 2

The Role of the School
Appalled by this well-documented situation, many persoits turn to

the schools for a solution to all ills. Some argue that schools, since
they have access to practically all children, should dedicate them-
selves to wiping out menta Plness in the next generation. The
answer, a rather resounding "nu," is beginning to be clarii The
causes of emotional ill health and the sources of emotional strength
lie chiefly, though not entirely, outside the school. Until the nation,
the oommunity, and the individual family provide a healthful emo-
tional environment for all children, pupils will continue to have

Pasamanick, B., and others. "A Survey of Menttl Disease in an Urban
Population." American Journal of Public Health 47; August 1957.

*Srole, Leo, and others. Mental Health :in the Metropolis: The Midtown
Manhattan Study. New York: McGraw-Hill Book Co., 1962. 428 pp.
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problems too deep-seated to be amenable to measures appropriate
to the schools. Furthermore, the fact that the priMary function of
the school is instruction must always be kept in mind.

The school is only one of the agencies of the community capable
of making a contribution to the reduction of emotional problems
and the promotion of positive mental health. Discernible progress
toward sound mental health. for the American people as a whole will
come when the church and the family become more effective agen-
cies; when the police, the courts, and welfare agencies develop more
comprehensive, realistic, and rational procedures; when better
procedures for dealing with problems of international relations,
race relations, and labor relations are found; when public and pri-
vate housing is soundly planned ; and when hospital facilities for
the mentally ill and schools for the mentally retarded are avail-
able, where and when needed, and when rehabilitative services
rather than just custodial programs are provided.

America is making progress on many fronts, but the most optimis-
tic individual could not deny that sore spots in our 'eonomic and
social fabric will continue to Oct for many years as foci 9f infection
for emotional probleMs. To those who labor in the schools, this
means not that we throw up our hands helplessly in the face of
overwhelming problems, but that we dig in courageously for the
long pull, convinced that although we cannot do the entire job, we
can do much; convinced that we will find faithful allies in many
other areas of community life to work with us as we open the
channels of communication ; and convinced that the ideal of optimal
mental health for all is one to which we should be devoted.

What then is the role of the school? If it cannot wipe out mental
illness, and must keep instruction in the forefront of its goals, what
should it do about mental health ? The answer, developed in more
detail in this entire chapter, is that the set. )ol can do much, that
school people and the communities that support and give direction
to schools are determined that it shall do more than it has, and
that school personnel will increasingly look to medical and allied
workers, both for assistance and for consultation.

In general terms, school mental health services will be designed-
1. To promote positive mental health in all children and youth.
2. To prevent emotional disturbances.
3. To help pupils with emotional problems.

Roles of Different Persons
Procedures to promote mental health permeate every aspect of

the activities of schools; they are so pervasive that responsibility
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cannot be assigned solely to one department or one type of person-
nel. Every employee, from the superintendent in his office, to the
teacher in his classroom, to the custodian sweeping the hallway, has
concern for activities that affect mental health. In schools which
have the services of physicians, nurses; health educators, psycholo-
gists, social workers, or guidance teachers, these persons will have
specific responsibilities in services related to mental health.

Although everyone shares in procedures aimed at protecting and
impnving mental health, it must be recognized that all persons do
not have the promotion of health as their chief purpose. The teacher
has effective instruction as a primary goal; the custodian sets his
sights on the provision of an environment conducive to comfort and
effective learning; and the administrator must plan, organize, staff,
supervise, and integrate a total school program. Only the physician,
nurse, health educator, and other health personnel serving the
school have the opportunity to put health concerns ahead of
others. From them should come leadership in' promoting mental
health.

School health personnel work at three levels. For some aspects
of the school program, they carry primary responsibility; for other
aspects with obvious relationship to health, they are directly and
frequently consulted by other school staff; for still broader as-
pects of school policy and procedure, they maintain a general in-
terest and call attention to the health implications of various
practices, procedures,' and policies.

The more clearly these operational levels are marked out and
ulidersLood, the more smoothly the program will function. Health
personnel will see their role as supportive to the teacher and others
in their primary responsibilities. The teacher will understand
that health personnel have a legitimate interest in and a contribu-
tion to make to his methods of classroom management, a contribu-
tion that is presented in a consultative and advisory manner, not
a dictatorial or supervisOiy one. The administrator will consider a
suggestion from the health staff on teacher personnel practices or
pupil classification as a desirable extension of concern by these
persons for the total mental health atmosphere of the school, not
as an invasion of administrative authority.

PROMOTING POSITIVE MENTAL HEALTH

Practically everything that contributes to a good school system
contributes to the mental health of pupils and teachers. The build-
ings, the personnel practices, the staffing policies, the curriculum,
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the availability of instructional materials and supplies, the attitude
of the community and of the board, all areimportant. If children
with good mental health are to maintain that health and move from
average good health to glowing, strong personalities, secure in
themselves and able to cope with the stresses of today and tomorrow,
the total school climate is of crucial importance. In every respect
the school must present an environment conducive to healthful
growth and development.

Physical Facilities
If there are not enough seats to go around and children are crowd-

ed into classrooms, or if the school is run in. two shifts, stresses are
engendered. A classroom that is too dark or too full of glare, over
or underheated, or poorly ventilated will create emotional stresses
as well as physical problems. The teacher who has the space and
tools he needs in his classroom, provisions for a few minutes' pri-
vacy during the day, and a quiet lunch hour can go about his work
with a confidence and enthusiasm that will bring results in the atti-
tudes of pupils as well as in their scores on achievement tests.

One reason for attetion to the physical facilities of the school
is the effect of such facilities on the mental health of pupils. (See
Chapter 12, "Services Related to Environmental Sanitation.")

Personnel Practices and Staffing Policies
Nothing is more directly related to the emotional climate of a

school than the quality and quantity of its staff. Well-trained, well-
paid, respected staff members have the security that gives them
emotional stability and strength. It is as important to have se-
lection procedures that screen out the applicant with unsound per-
sonality as to screen out the one with tuberculosis. Teachers, ad-
ministrators, custodians, and other employees are as likely to
develop mental ill health as any other group in the community.
School personnel practices can be greatly improved in the direction
of early recognition of symptoms of mental breakdown and humane
and realistic procedures for getting help to the employee while
protecting the interests of children. The medical, psychological,
and social work professions have contributions to make to staff
personnel practices as well as to pupil personnel.

Decisions as to pupil-teacher ratios and as to provision of auxil-
iary personnel in health, guidance, remedial clinics, psychiatric
consultation, and a variety of other areas affect the emotional cli-
mate as well as the instructional effectiveness of a school. In many
ways, large and small, .the decisions of a school board or of an ad-
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ministrator also have far-reaching results. By resistance to polit-
ical pressures, they can increase the respect of the community for
the schools; by democratic involvement of the staff in planning,
they raise morale ; by effective communication, they promote un-
derstanding among taxpayers, parents, and school employees.
Teachers may get good results in spite of inadequate facilities if
they have confidence in their leaders, a conviction that the com-
munity is behind them, and evidence that measures to improve
conditions are honestly being pursued.

All these matters are obviously the concern of the total school
program, particularly of the board of education and the adminis-
trators. The school health staff, however, by the very fact of
-their relative detachment from some of the immediate problems,
may have a perspective and a viewpoint that renders their advice
particularly valuable. It would be presumptuous indeed for this
group alone to attempt to give the answers. Equally negligent
would it be for both sides if the special insights which a health
background might give were not sought and contributed, both in
over-all planning and. in day-to-day decisions affecting the schools.

Curriculum

The mental health implications of the curriculum are manifold.
The -urriculum must be realistic.in terms of the needs of the com-
munity and of the pupils, or children will lose their sense of pur-
posefulness. It must be tough and challenging, to stretch the
intellectual muscles of the bright. It must be flexible, to leave
room for the development of creative imagination. It must be
varied, to provide a measure of success for the very slow and to
develop the wide range of abilities America needs. It cannot dodge
issues. America's future citizens must know about communism if
they are to face its challenge. They must know the history of the
Indian, the Negro, the Mexican, and the Oriental in our society,
as well as of the waves of European immigrants from Plymouth
Rock down. In health and biology classes it is as important to
study one set of internal organs as another. In the communica-
tion arts, good speech is as important is accurate writing, and in-
telligent listening and viewing skills must be taught along with
reading skills.

Specifically, curriculums are giving increased emphasis to help-
ing the child understand himself, his behavior, his relationship to
his family and peers and community, his likenesses and differences.
Increasingly instructional materials with these goals are becoming ;
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available, from very simple stories for primary children to sophis-
ticated presentations for the high school seniors beginning to look
to problems of adult living.

The concern of the curriculum developers for mental health is
reflected in modern textbooks. If the school physician, nurse, or
other health staff member has not looked at elementary school
textbooks 'since his own school days, he May profit from close
study of recent series of textbooks in health, in science, and in
social studies. Modern youngsters are absorbing psychological and
physiological concepts from first gro. de on. For example, -various
series of health books for primary grade pupils include informa-
tion on appreciating help given by parents, giving assistance to
younger children and those less able, and accepting differences in
physical size and mental ability. Pupils in the intermediate grades
enlarge their understanding of emotional health through reading
about and discussing feelings and the way feelings influence be-
havior, learning desirable ways to express feelings, and gaining
ideas about their ow -1° and that of families and friends. Pre-
sentation of concepts ,ng to mental health are combined with
information concerning other aspects of health.

At the junior and senior high school level, pupils may gain in-
creased knowledge and understanding of mental health in a health
course or in other courses. The health course may include discus-
sion of the functioning of the brain and nervous system,. the role
of the endocrine glands, human growth and development, the effect
of feelings on blhavior,. and the hazards of narcotics and drugs.
In many instances, mental illness will be considered and an effort
made to help pupils learn that the mentally ill need medical care
and sympathy in a manner comparable to those with other sick-
nesses. Good textbooks on Psychology for high school students
are now available. Instruction related to mental health may be
included in courses in health, science, social studies, or home arts.
The Role. of Method

The relationship of classroom methodology to mental health has
been discussed so often that little more thah a summary is needed
here. Basic among the tenets of modern education are the need
for attention to individual differeiices and the need of every in-
dividual for some success and for materials of instruction
propriate to his capacity. We know that- challenge can be pro -
vided for both the bright and the dull by encouraging the pupil
to beat his own record, by stimulating the native curiosity that is
the birthright of every child, by Setting tasks that stretch the
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abilities of the 'individual but not to the breaking point. We have
evidence of the value of having children associate for part of the
school program with those of their own ability level, so that the
bright may rub elbows with others of equal keenness and the slow
may experience the joy of full participation in the work of a group
of their peers. There is equal value in having children associate
for another part of the school program with a mixed group, one
in which appreciation for a variety of values other than academic
success can be developed and in which leadership and followership
can be practiced:

We know that children must have time to grow and that maturity
must prepare the ground before it is wise to begin some types of
instruction. We know, that children need love, affection, and se-
curity, but also need experience in meeting frustrations and de-
feat. The latter should help them to develop tolerance for the
problems that life presents but should not cause them to retreat
from further effort or grind in a belief in their own inadequacy or
inferiority.

Rewards and penalties must be immediate and obviously related
to the act if they are to be effective stimulants to learning. For
certain aspects of instruction we see values of new programed
learning materials, with their built-in immediacy of reaction to
pupils' learning activity. We know the value of interaction in
small groups in other aspects of instruction, the value of carefully
developed audiovisual presentations, and the success of lecture-
demonstrations presented by a teacher talented in reaching large
groups. We. know the value of variety, so that no one method,
however good in itself, is Used to the .point of diminishing returns.

The principles of mental health that guide decisiong about class--
room methods are common property.of the professions of medicine,
education, psychology, social work, and others that deal with
human beings. No Profession uses its demonstrated facts or sub-
stantiated principles uptimAlly ; each profession has much to learn
from further basic research and practical experience. Psychol-
ogists and social workers are perhaps more prone thanphysi-
cians to feel that they hold some basic understandings in these
areas of which educators are ignorant. Effective work of the
entire school health, team will come as each profession becomes
aware of the growing sophistication of the others, as each sees
that fruitful application comes from working together on com-
mon problems rather than from pronouncements based on a priori
theory.
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Guidance Programs

The rapid emergence and expansion of guidance programs in
the schools is one of the most dramatic of postwar educational
developments. Basically, guidance is a curriculum function in-
h4rent in the total purpose of the school and the goals of each
k.:assroom. It is primarily the process of helping individuals
'whether they be pupils, parents, or teachers) to understand
themselves and their environment and therefore to become able
to make wise decisions for themselves with respect to educational
choices, occupational choices, or personal problems. This has long
been seen as a basis educational goal, widely recognized long be-
fore there were guidance specialists in the schools.

Guidance, both as Rn integral part of classroom curriculum and
method and as supplemented by efforts of special personnel, is
concerned with promoting positive mental health. It aims to re-
lease the unused potential of each individual pupil. It hopes to
assist parents and children to make choices, educational and per-
sonal, that will not lead to later difficulties. Hopefully, this posi-
tive aspect should absorb a major part of the energies that the
school staff devotes to the guidance function. Guidance services
rendered to an individual after emotional problems have become
obvious will be discussed in a later section of this chapter.

Particularly in its positive aspects, the major responsibility for
guidance is now on, and will remain on the cuisL 'om teacher. His
ability to discharge this responsibility and the help he gets rela-
tive to it from others in the school system will greatly influence
the emotional health of indivirlual pupils and the entire student.
body.

Education for Emotionally Disturbed Pupils

Specific education provisions for emotionally disturbed pupils
will be discussed later in relation to the effects of such efforts on
disturbed children. Here it should be noted that adequate educa-
tional programs for disturbed pupils promote the positive emo-
tional health of the entire class or school. Proper care of emo-
tionally disturbed pupils relieves regular classroom teachers of
pupils with whom they cannot cope, or at least with whom they
cannot cope without neglecting other pupils. It removes the dis-
turbed pupil from close and corstant contact with a normal group,
the latter including, of corrse, children with borderline susceptibil-
ity to emotional disturbance.
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PREVENTING EMOTIONAL DISTURBANCES

Prevention of emotional ill health may be carried on at several
levels. Primary prevention lies in the provision of the healthful
environment discussed in the preceding section, where the em-
phasis is on promoting optimal personality growth for each pupil.
This section is more concerned with secondary prevention; with
activities aimed at reduction of existing stresses and removal of
known blocks, with early recognition of vulnerable chile., 2n, and
with providing special help before overt disturbance manifests
itself.

Evaluation of Pupils' Ability
All school planning must :)e based on an honest evaluation of

a pupil's ability in each of many areas, an evaluation as accurate
as is possible. On the basis of evaluation, grouping is recom-
mended or not, curricular content is selected, methods changed.
Such evaluation is difficult and complex and subject to error,
especially at the early ages where it is most important.

Because the tools of measurement are not perfect, some recent
writers have urged that all test data be ignored and that teaching
be based on the assumption that all pupils can learn at an average
rate if the teacher is but skilled enough. This is to "throF the
baby out with the bath water." The solution is rather to evalu-
ate the tests as well as the pupil. The Lacher must have skill in
utilizing data withoit prejudice and a keen eye for clues that point
to ability above the measured potential. The school program
must be flexible enough to allow for rapid correction of errors in
placement or in educational diagnosis.

Parents should be partners, to the extent of their capacities, in
the evaluation. . They are entitled to honed, rebistic information,
couched in everyday terms, on the results of evaluative procedures.
They have insights and information about the child's developmental
pattern and insights into his unique capacities which sh, aid not
be ignored. True, the educator must evaluate the information
given by the parent in the light of probable prejudices, but so must
he evaluate the information from a test battery in the light of its
fairness toward specific conditions. Neither source of data is
ignored because neither is 100-percent accurate.

Parent Counseling
Most parents are appreciative of the services of the school. They

geilerally are eager for help in guiding the child's development
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and supportive of the decisions of the teacher and the school. Dif-
ferences of opinion and of attitude do arise, however, and must
be handled with skill, perseverance, and honesty.

Some parents push their children far too hard, insisting on
a level of academic achievement (or musical or artistic achieve-
ment, or athletic prominence, or social popularity) which is an un-
realistic goal for the child concerned. Other parents protect,
baby, and coddle a child to an equally detrimental extent; these
parents take the child's part in resisting efforts of the school to
get him to work up to capacity. They may allow him to stay at
home for the most minor of complaints or even subtly encourage
the development of "school phobias" or of psychosomatic symp-
toms of illness. Still others are too preoccupied by their own per-
sonal problems, immaturities, illnesses, or addictions to give the
child either the love and attention or Cie discipline and instruction
that he needs.

Parents can be helped in varying degrees by school personnel.
Some can profit from formal parent-education programs, semi-
nars, discussion groups, lectures, and demonstrations. More can
benefit from continued counseling.

With a problem of any seriousness, little can be accomplished in
one counseling interview with parents. The school must be ade-
quately staffed so that a principal, teacher, or counselor can have
the time, freedom, and privacy to talk at leiigth with a parent,
repeatedly, over a period of years perhaps. An idea that is scorn-
fully or emotionally rejected at first may eventually become part
of the parent's own perception of the problem. If thete, is time
to listen, the enraged parent who comes storming into school sure
that everyone is picking on his darling may talk himself out and
come to the point of admitting that he never could do anything
with Johnny himself. In this manner a basis for working together
on a mutual problem is established. Almost more difficult is
glib parent who has read all the child-care books, attended in-
numerable lectures, and knows all the right answers, but is as
fundamentilliy unable to accept a realistic appraisal of her child's
needs as is the most violent and voluble mother.

The parent, like the child, may be covering anxiety and fears
with defensive reactions. He may need su'oort, encouragement,
or relief from an unexpressed feeling of personal guilt. He may
need assurance that he is respected as a person. Honesty must
sometimes be very blunt indeed, for the disturbed parent may seize
on every kind word any school person utters ablIat his child and
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use it to help himself forget or deny any undesired estimate. Care-
ful evaluation of the child Or of the parent's contribution to the
child's problem may be harsh mee'cine. It must be given with
respect for the parent as a person ....I feeling for his difficulties.
It may not be accepted the first or the fifth time, but if the educa-
tor has refused to react negatively to what may have amounted to
an emotional attack on himself or a colleague, the door is left
open for further conferences which may gradually bring about
changes in attitude and behavior.

Educational Planning
Some emotional difficulties can be prevented from arising by

prompt a d effective educational planning. The bright child must
be challenged, his curiosity awakened, and the joy of mastery of a
difficult problem experienced before he becomes bored and restless
and indifferent. The slow child must have tasks set in which he
can find success and satisfaction before he becomes convinced of
his inability to do school work. This change of pace may be
achieved within the classroom by a skilled teacher. For more ex-
treme deviations in either direction, and especially for older groups,
it may be best achieved in at least partial programming into classes
organized according to abilities. (See Chapter 7, "Meeting the
Needs of Exceptional Pupils.")

Other emotional difficulties can be prevented by intelligent and
thoughtful handling of first deviations. A first truancy, ar. out-
burst of temper of a severity unrelated to the precipitating event,
a drop in achievement, oz a change from a Sunny to a depressed or
lethargic attittrie with refusal to do assigned work may have to be
met by immediate disciplinary action. Such action should be firm;
it should be based on refusal to accent the behavior while convin ing
the pupil that lie, as an individ is still accepted. Primarily,
these types of behavior call for inquiry, a delicate probing to find
the cause.

Early Identification of Pupils with Emotional Problems
Serious emotional problems present symptoms most of which are

obvious and, in fact, cannot be ignored by the school. Persistent
failure to learn in spite of evidence of adequate ability Ljtruancy ;
lethargy ; failure to attempt assignments ; aggresrivo oriirovocative
behavior toward teacher Ok school authorities; behavior darigerous
to other children or to himself ; theft, cruelty, promiscuity, or any
legal delinquencythese are symptoms that may be difficult to
understand but certainly not to recognize.
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Important, however, is the identification of the vulnerable child
before the symptoms become too serious. Early identification re-
fers both to study of the young child and also to the early recogni-
tion of illness or trauma which may develop at the vulnerable
adolescent or preadolescent per od, or at any stage.

Most schools today have screening programs for intellectual and
p hysical deviations. They routinely provide group intelligence
test:, not because a very low or very high score automatically picks
out a moron or a genius, but because the scores screen out pupils
needing further study. They routinely give vision and hearing
screening tests to detect children who may have defects in percep-
tion that would escape the teacher's notice. They use achievement
tests to see if a pupil is working up to capacity, as a supplement to
the teacher's judgment of the child's progress.

School people know full well that all these devices give "false
positives" as well as "false negatives." A child may pass the vision
test with flying colors, but have a serious defect of a specific nature
which does not interfere with his reading the Snellen chart at 20
feet. Another child may appear to have almost no hearing on an
audiometric survey because he failed to understand the directions
or just did not want to cooperate that day. On an "objective" test
of intelligence or achievement, a pupil may have a lucky day and
get a high score through a series of lucky guessesor a timely
glance at the paper of a proficient neighbor. Or his intelligence
score may be depressed by cultural deprivation or emotional dis-
turbanceor inability to read. All such scores are critically evalu-
ated, interpreted in the light of the total picture of the
behavior and personality. Used thus wisely, they have proved of
great value in improving understanding of pupils' needsmaking a
first selection of those needing more intensive study.

To date only a few schools have adopted formal screening pro-
grams for early identification of emotional problems. Available
instruments for screening children who are potentially vulnerable
to maladjustment are newer than those used for other kinds of
,health problems and have been less well validated. In fact, only
recently have really hopeful leads been opened up. Now there are
useful rating scales which teachers can check f6r specific age
groups. Sociometric techniques and other devices in which children
rate each other are showing promise. Teachers are being given in-
s.:xvice training and preservice training in recognizing symptoms
justifying referral of a pupil to members of the guidance or health
team in the school, to community agencies, or to the medical pro-
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fession. The fear of false identification may be dissipated if re-
sults of screening for emotional difficulties are treated as wisely as
is the best practice for other types of screening programs. The
extensive research of Bower'' and his colleagues in California has
validated one set of screening techniques for use with primary
children.

Certain indicatfisilS of emotional problems are readi:i observable
by teachers. A record of these, even of a degree not presently con-
sidered serious, should be preserved in each cumulative
record folder so that changes may be noted or the persistence of an
apparently minor symptom observed. Review of a child's h:story
may warrant referral for symptoms which in themselves might not
seem to call for professional help beyond that of the classroom
teacher. When obserVations are noted on pupils' cumulative rec-
ords, the descriptions should be precise in terms of data directly
observable by the teacher. Specific behaviors rather than descrip-
tive categories are noted.

Observation t.f Pupil Behavior
Before listing observations that !ndicate possible emotional dis-

turbance, a word of caution is essential. Observations need inter-
pretation and evaluation ; no judgment should be based on a single
observation or without considering all factors that influence a
pupil's emotional health. Every pupil may exhibit types of be-
havior indicative of emotional problems at one time or another.
Some types of behavior, even in exaggerated form, are un occasion
entirely normal reactions to physical and social situations. For
example, a pupil may be irritable because he is hungry ; sleepy
because he was tp all night; foul-mouthed because that is the way
everyone in his family talk, or fearful for realistic reasons. He
may be aggressive in response to great provocation; unhappy be-
cause of the loss a a loved oLe or because of the green apple in his
tummy; dirty because his mother has drunk up the ADC check.

Observations that prokik clues to the emotional health of pupils
may relate to educational progress, physical appearance or behavior,
social behavior, personal behavior, or violations of the law. The
teacher should be alert to each of these categories. Among the
signs and symptoms he may observe are the following:

' Bower, E. M., and Lambert, N. M. Teachers Manual for In-School Screening
of Children with Emotional Handicaps. Princeton, N.J.: Educational Testing
Service, 1961.

' Bower, E. M. Early Identification of Emotionally Handicapped Children in
School. Springfield, Ill.: Charles C. Thomas, 1960. 120 pp.

a
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Educational progress
Failure to achieve in proportion to probable capacity
Marked disparity in achievement in various areas: e.g., a unique disability
or conspicuous talent in writing, spelling, reading, or arithmetic, as compared
to achievement in other subjects
Gradual deterioration or marked sudden drop in educaticnal achievement
Poor memory
Poor retention of material apparently learned
Poor reasoning ability
Disorderly and careless work
Refusal or failure to complete assignments, unrelated to ability
Meticulous neatness and compulsive orderliness so that work is never finished
to a child's satisfaction
Lack of interest or motivation
Intense ambition, especially if inconsistent with potential.

Physical appearance
Obesity or underweight
Restlessness, hyperactivity
Lethargy, sleepiness, torpidity
illnesses that sometimes have psychogenic components: asthma, exzema,
ulcerative colitis, etc.
Poor coordination
Shambling gait
Poor posture
Facial tics or other repetitive mannerisms
Inconsistent bladder or bowel control
Lack of personal cleanliness, disorderly appearance
Compulsive cleanliness and neatness.

Speech and language
Lying
Fanciful tales
Foul language
Disorganized, bizarre content of speech
Stuttering
Lisping
Very low, very high, or very loud voice
Indistinct speech.

Social behavior
Constant seeking for popularity
Constant seeking for attention
Withdrawal, shyness
Bizarre dress or grooming
Boisterous, noisy behavior
Behavior irritating to other children
Aggressive behavior
Cruelty
Defacement of property
Sexual aggression, exhibitionism, provocation
Immature, babyish behavior
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Fearfulness
Temper tantrums
Daydreaming
Inattention
Unhappiness
Pregnancy.

Personal syntptoms (inwardly-directed)
Iriolation from the group
Approach to a new situation in .a tense, silent manne
Conviction o:P.-inferiority or marked difference from 1 is peers
Expectation of failure
Expectation of rejection
Fear of Joss of affection or attention
Painful confusion about what he is doing
Unrealistic 'rationalizations of behavior
Prec ccupation with personal problemsinward turmoil
Indications of anxiety
Inability to recognize what is expected of him.

Violations of law
Theft in school or community
Truancy from schools
Truancy from home
Fire setting
Traffic violations
Vandalism
Assault.

Observation of pupils' behavior should not result in any pupil
being labeled in a manner that belittles or ridicules him or indicates
that he belongs in an undesirable group. Respect of each pupil's
personality and individuality must be maintained.

Interpreting Observations
The cause for any undesirable behavior or condition. will be

sought in physical, social, and educational, as well as emotional
factors. . An emotional handicap, if present at all, may be the
primary cause of the difficulty or, more likely, will be found in com-
bination with other causes. Interpretation is a process, usually a
team process, of arriving a c an understanding of the complex of
symptomsor, more positively, an understanding of the child in
his personal, social, and -.iducational environment. .

Indications of good mental health should be noted as carefully as
those of poor mental health. The child's record should show exam-
ples of his creative talents in intellectual, artistic, and mechanical
realms ; his glowing good health ; his leadership ; his companiona-
bility ; and his wide range of intellectual curiosity. It should show
his concern for the welfare of others; his ability to organize his
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thoughts, his work, and his activities'; his persistence, determina-
tion, and ability to stick to a task in the face of difficulties; his
educational achievements above the level usually associated with
his IQ test scores. Such positive data are absolutely essential if a
present negative symptom is to be seen in true perspective or if a
change over a period of years is to be evaluated.

HELPING PUPILS WITH EMOTIONAL PROBLEMS

Identification and interpretation of emotional health problems
are of little value unless something is done about them. What can
and should be done depends on man,7 factors, including the nature
of the problem and the kinds of professional persons available to
provide help. In many instances help will be provided by the class-
room teacher, with or without assistance from health and guidance
personnel. Help may be provided, by a school p.ychologist, school
social worker, or school psychiatrist. Certain pupils will be referred
to their physicians, a clinic from which they previously received
treatment, or a social agency. Sometimes the services of a child
guidance clinic will be available.

Help provided in the school setting must be appropriate to the
goals, responsibilities, and capacities of an educational program.
The school cannot and should not attempt to provide treatment
functions unique to the medical profession or to the social and
psychological agencies of the community. But within the range of
activities suitable for an educational organization, schools can do
much and need to expand their facilities, personnel, and under-
standings so. that increasingly effective work can be accomplished.

Help in the Classroom

The majority of emotionally disturbed pupils should remain in
regular classrooms. Others, who perhaps could benefit from special
Placement or even residential treatment, will remain in the regular
classroom until -exclusion becomes necessary simply because no
special facilities are available. These pupils, then, must depend on
the regular teacher for insight and help. All those concerned with
an emotionally disturbed pupil, from his parents to members of the
school health service staff, must cooperate with the teacher to give
the pupil optimal assistance. This teacher may be a kindergarten
teacher or an intermediate grade teacher, a teacher of a class for
the mentally retarded or a high school physics teacher. Every
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teacher in the school system at every level of the school program
can expect to have pupils with some degree of emotional disturbance
in his class.

The first essential of service to an emotionally disturbed pupil is
a classroom that is good for all pupils. Teaching is essentially a
group process. A healthful classroom atmosphere is the product of
careful planning and skillful management. Pupils feel secure when
they know what to expect. They are proud when they have specific
responsibilities for keeping the room attractive in appearance or for
taking care of some of the routines connected with instructional
processes. They develop confidence when assignments are within
their ability range ; they develop curiosity and enthusiasm when
the program is challengingly difficult and new. In the well-organ-
ized classroom there is room for humor and siccasional relaxation,
for the work is so planned and so. interesting that pupils return to
their tasks easily and naturally in spite of occasional interruptions.

In any group, even the smallest of special classes, there is pupil
interaction that either contributes to or interferes with a good
learning climate. The skilled teacher has the group dynamics
working with him, not against him. When he encourages the
slow pupil or praises the creativity of a gifted one, he makes sure
that- all members of the class are interested in their classmates,
eager and willing to help where help is needed, proud of one pupil's
achievement because it reflects on the achievements of the entire
room. When assignments differ for different students, as they
should, the reasons for these differences must be accepted by the
group. When standardized reading test scores or records of prog-
ress are charted, the gains made by the least competent pupil may
be a source of satisfaction to the entire class. Trivial differences
between pupils may be overlooked, but problems serious to a par-
ticular pupil are nevertheless worked out to his satisfaction. The
teacher must not only be fair to all, but the group must perceive
this. Pupils readily recognize that fair treatment does not mean
exactly the same treatment for each one, especially if they them-
selves are engage'd in helping one another or contributing to a
group project.

Some First Aid Measures
Specialists sometimes argue about whether the teacher should

help pupils with emotional problems. Since no contact between
individuals is without its effect on each person, the question really
is "Does the help the teacher is consciously or unconsciously giving
contribute to improvement or deterioration of the emotional sta-
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bility of the group as a whole, and of a particular child?" The
pupil who, cannot take the pressures of membership in the group
can be given some respite by removing him fr.,,m the group for
specific periodsnot by parking him in the 'IPA for punishrner,t,
but by providing a corner of the classroom whe ,e he can work 'oy
himself on a meaningful task. The pupil who needs recognition and
reassurance that he is lovable, likable, and valued by others is
helped not by a teacher who mouths set phrases or murmurs reas-
suring words, but by the quiet sharing of little moments. There
may be a fleeting smile of understanding, a reassuring touch of a
hand with a young child, a moment of genuine interest in small talk
with an older one.

Rest also may be important. A cot in a quiet corner off the
nurse's office or even in the back of the classroom may be worth its
weight in gold to a harassed teaching stall.

Counseling that helps pupils understand themselves and helps
parents to accept their children as they are is another first aid
measure. Even if it is scheduled during class time, it can demon-
strate a genuine interest in the conferee. It makes use of a "listen-
ing ear" that is sensitive to the tones and feelings of the individual
conferee even more than to the content of what he says.

The teacher soon learns to spot the pupil who frequently becomes
disturbed or depressed and keeps an eye open for first signs of in-
creasing tension. Expanding this alertness to a sensitivity to the
feeling tone of every pupil each morning enables him to use pro-
cedures to reduce tensions, capture interest, or overcome discour-
agement before difficulties arise.

Other Ways To Help
The pupil whose emotional handicap has been recognized and who

fails to respond to measures available to the classroom teacher may
be helped by a variety of services available in the school or in the
community. Many problems that appear to be chiefly emotional
may clear up if underlying problems are solved. The child may
need special tutoring from a skilled specialist in remedial reading.
Improvement a his speech, through the efforts of a speech thera-
pist, may give him confidence to face other fears or anxieties. A
new pair of glasses may relieve the headaches that drove him to
restless, irritating behavior. These and many other practical
sources of help should be brought te bear if at all possible. Within
the school system or the community, the teacher should have
channels for referral of children with problems to appropriate
sources of treatment.
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The help needed, on the other hand, may be specifically in the area
of adjustment, when the child must learn to get along with the
conditions that erist within his own physical make-up or in his
home or community, when children must learn to cope with their
anxieties or their hostilities.

The time available for the classroom teacher or the school, ad-
ministrator to talk quietly and individually with a pupil is usually
limited. Good modern school programs are increasingly building in
time for this function, but the pressures on the school schedule are
increasing rather than decreasing. With the trend to the longer
school day and the longer school year, perhaps more schools will
give teachers at all levels, elementary and secondary, a kind of
schedule that encourages relaxed interaction. There are glimmers
of hope that automation may reduce the rapidly increasing load of
paper work which presently all too often demands every moment of
a teacher's oddly designated "free time."

Help from Guidance Personnel

Under the most ideal situation there will be disturbed school
children who need more direct help than the teacher can provide.
The teacher should be able to refer such pupils to other persons in
the school system, with no feeling that the referral implies failure.
The first line of referral will usually be to a guidance counselor, a
person with an educational background.. This person May be desig-
nated as an adjustment teaches, counselor, year advisor, .or pupil-
personnel worker. Most high schools today have at least some
guidance staff ; many are striving toward Conant's standard of 1
per 500 students; 5 a few favored schools already exceed that ratio.
The elementary school is much less likely to have such staff, but the
need is widely recognized.

The functions of the guidance staff in relation to promotion of
positive mental health and in primary prevention have already been
discussed. When guidance serves the emotionally disturbed student,
it tends to become clinically oriented. The training of guidance
workers in this respect borrows heavily from techniques developed
by social work, psychology, and psychiatry, but does not usually
provide the. depth of training in working with individuals that any
of these fields demands. The guidance movement of today, "Guid-
ance with a capital G," has mushroomed rapidly. The very enor-
mity of the pressures facing the schools today makes administrators

Conant, James B. The American High School Today. New York: McGraw-
Hill Book Co., 1959. 140 pp.
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and teachers eager to shift their burdens to a corps of "guidance
workers," hopeful of the new profession's ability to find solutions
which the classroom has not been able to find.

The rapid acceptance by the schools of the counseling movement
is in marked contrast to the slow growth of school psychological,
school social work, and school psychiatric services. Today's "guid-
ance expert" is, in most cases, yesterday's teacher, and therefore is
not subject to the suspicion with which the educator tends to regard
other professionalsa suspicion which has sometimes been more
than justified when persons well trained in another field, without
appreciation of the realities and the potentialities of the classroom,
attempted to transfer into the school clinical procedures appropriate
in another setting.

Leaders of the guidance movement today are deeply aware of the
dilemma posed by unrealistic expectations imposed on personnel
with limited training. They are calling for increased training for
guidance personnel, less expectation of the transformation in pupil
personality effected by counseling, and an appreciation by the coun-
selor and his teaching colleagues of the limitations of school
counseling.

The future of the guidance movement, now stimulated by federal
funds available under the National Defense Education Act, may be
threatened by the number of teachers with only a few weeks or a
su er term of training in pupil-personnel services who are being
ap ointed to positions as counselors. Hopefully, this is a transition
stage out of which will emerge a new pupil-personnel.professon, a
profession composed of persons conversant with the operations of
the school and the limitations and opportunities, of the school en-
vironment as a place to work with people. These individuals need ,

to be well grounded in the techniques of interpersonal consultation,
familiar with community resources and organization, and able to
work understandingly with family physicians and psychiatrists.
Important among the skills needed by this pupil-personnel worker
is the ability to recognize when referrals to a more specialized re-
source are desirable.

Help from Other Personnel
For more specialized help than the guidance counselor can pro-

vide, schools are increasingly employing other types of personnel.
Among these are the school psychologist, the school social worker,
and the school psychiatrist.

Much work needs to be done in clarifying the role of each of these
persons in relation to each other, to the pupil, to his family, to his
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physician, to counselors, and to teachers. It is recognized, however,
that each one has a: part to play in the promotion of positive mental
health and in the preventive practices of the school. The psychol-
ogist has special skills in arriving at a differential diagnosis of
pupils' educational abilities ani personalities. The social worker
helps to improve understanding between the school and the home
and to bring to the educator an interpretation of the environmental
factors contributing to the pupil's behavior pattern. He knows the
pitfalls in referral procesc.es and can assist in seeing that all avail-
able community resources .re brought to bear on a pupil's problems.
The psychiatrist, in _the. school systems fortunate enough to
have direCt aid from1him, usually limits his activities to consultative
work with teachers and other staff members, though his diagnostic
and therapeutic skills are invaluable when available time permits
him to work with individual children.

The school counselor, the school social worker, the school psychol-
ogist, and the school psychiatrist see children and parents. They
provide in ways appropriate to their training and skills support for
many an unhappy child, release of hostility for many an aggressive
child. They offer information and advice within the range of their
competencies; they act as listening posts against which troubled
persons can pour out their difficulties and gain release from tension
in the process; they help individuals to understand themselves by
realistic appraisals on objective grounds and by appreciation of
the good that lies in every one. They help individuals to accept
themselves by the very fact that another has fully accepted them.

Counseling Limitations
Where does counseling appropriate to a school situation end and

medical treatment begin? Where is the borderline? At the ex-
tremes, answers to these questions are relatively easy. Counseling
on educational problems is appropriate; treatment of a schizopren-
ic child is. not. In between the extremes, decisions are not so easy.
One adolescent girl may need simple reassurance as to her feminin-
ity; another one, outwardly well controlled., may be on the verge of
suicide. The responsibility of the school staff for providing help is
limited to problems whose roots are in the school environment and
to problems susceptible to help from within the instructional frame-
work. Confronted with an emotional crisis, school personnel give
such help as any mature and balanced adult would render to a dis-
traught youngster, but they do not take on treatment responsibil-
ities. They refer the child to the family physician, to a clinic, or to
a social agency.
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Group Counseling

Pupil-personnel workers have found that work with groups can
sometimes be as effective as work with individuals. Group counsel-
ing may provide broader use for the limited service available.
Effective work has been done with groups of parents whose children
present somewhat similar problems, where the parents, with some
direct help and considerable skilled but unobtrusive leadership, have
been able to ventilate their own feelings and give help to each other.
Groups set up as glamour clinics for girls or as career conferences
for boys, under good leadership, have become effective counseling
media.

The school psychologist in the elementary school can help certain
youngsters through groups devoted to finger painting or dramatics
or team games, in which youngsters learn to accept themselves and
each other. But for group as well as individual counseling, the
limits of the school setting should be observed. There is no place
in the school for play therapy groups in which small children are
given opportunity to express their aggressions and anxieties in
terms far broader than the classroom can tolerate ; or for group
therapy sessions with similar freedom for adolescents or adults.
Such activities are inappropriate to the purposes of the school, and
they would probably be ineffective in the school setting. The con-
fusion resulting from the differing limits in the classroom and in
the therapy session could well be intolerable to a disturbed child.

Guidance Clinics
There have been experiments in setting up child guidance clinics

operating under school auspices. These are staffed by psychiatrists,
psychologists, social workers, and usually some educational person-
nel and are concerned with the diagnosis and treatment of emo-
tional disorders. Some of these, as in an experiment in New York
City," have been sponsc -d entirely by a school system; more fre-
quently, as in St. Louis,' they have been cooperative efforts of tne
school and a community clinic. Conflicts of roles frequently arise
when the clinic is in a school. Parents and children have difficulty
separating the Authoritarian functions which the school must leg-
ally assume in respect to some matters from the therapeutic service
being offered. Experience suggests that guidance clinics generally

":.'hompson, Jean A. "Psychiatric Disorders in School Children." Journal
of School Health 31: 114-16; April 1961.

Lytton, George J., and others. "The Functions of a Psychiatric Diagnostic
Unit in the School System." Digest of papers presented at 36th annual
meeting. New York: American Orthopsychiatric Association, 1959.
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function best as community agencies cooperating with, but not a
part of, the school system.

Help for the Classroom Teacher
Interdisciplinary Cooperation

When school health or pupil-personnel workers give direct service
to a pupil in the regular school program, they take him, temporarily
and for varying amounts of time, away from the teacher. The
goal, of course, is to return him to the classroom more able to cope
with his own problems, a better citizen, a better learner, a happier
child. The teacher will have to continue to work with the pupil.
The teacher should be involved in the entire process of work with
the child. He should have helped to formulate the plans for what-
ever services may have been provided and been kept informed of
progress as well as final results. Where this close cooperation is an
accomplished reality, the chances for success are greatly increased.
Furthermore, such a process becomes a learning experience for both
pupil-personnel workers and the teacher. Pupil-personnel workers
will have had the advantage of the teacher's insights into the
pupil's problems. The teacher will gain perspective that he can
apply on his own to another pupil's difficulties.

There never will be enough special personnel to take care of all
of the problems of all pupils. Schools are increasingly looking for
ways to use available personnel in the fields of human behavior in a
manner that will enhance their effectiveness. Such efforts center
around helping, classroom teachers increase their understanding of
the complex array of factors that influence pupils' feelings and
behavior. The most effective technique developed to date has been
interdisciplinary consultations structured around the problems of
individual pupils. Other methods which have been used with vary-
ing degrees of success include talks, visual aids, problem-oriented
seminars, and bull sessions intended to help teachers ventilate their
own emotions. The value of various approaches depends on the skill
of the leadership, the attitudes of teachers, the climate of the school
administration and the community, and the severity of thu realistic
difficulties under which the teachers labor.

Consultation between members of two different disciplines is now
re:cognized as an art and a science that requires not only a thorough
appreciation of basic principles but security and humility on both
sides. No one profession has a monopoly on the understanding of
human behavior. Personnel from other fields who work in the
schools must have .a genuine appreciation of the teacher's compe-
tence and role and a willingness to learn from and with their co-
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workers. They should have a well-thought-through philosophy of
consultation, and hopefully, their professional preparation and ex-
perience should have helped them develop needed skills.

EDUCATION FOR EMOTIONALLY DISTURBED PUPILS

Emotionally disturbed pupils, like other pupils, need the benefits
of an educational program adapted to their needs, interests, and
capacities. Usually, with the kinds of help previously described,
these pupils can maintain membership in a regular class and con-
tinue with their regular program. In some communities, however,
some children will be unable to adjust satisfactorily to regular
class placement, and special provisions for their education will be
necessary.

Various methods are used in different parts of the country to
further the education of pupils with severe emotional problems.
Special schools or special classes may be organized. Sometimes
special classes are formed in cooperation with a child guidance
clinic. The specific method to be used in a particular community
should be determined locally on the basis of the local school
philosophy of special education, the number of pupils involved,
and the resources available. Several programs that illustrate
different methods will be briefly described.

The Special School Plan

Of "social adjustment" schools, the New York City program of
so-called "600" schools may be taken as a pattern.8 Enrollment
in these schools is voluntary. The parent must bring the child
and register him, a procedure which usually occurs after the
child's failure to get along in his regular school. Classes are small,
and some financial incentive to teachers is provided.

The curriculum is individually tailored to assure some form of
success for children who previously may have known only failure.
A departmentalized program gives pupils a wider range of activi-
ties than is available in a regular school. To offer a variety of
instruction and services, fairly large centers with diversified learn-
ing opportunites are needed. Ample physical activity in the form
of play, sports, and team game:. is needed. Art and music are
included; guidance is crucial. Such a program requires augmented
health and pupil-personnel staffs.

'Smith, Carol C. "The '600' Schools:" Education 80: 215-18; December 1959.



196 SCHOOL HEALTH SERVICES

Discipline is firm but always respects the dignity of the child.
Community groups frequently provide assistance to the special
school program. This may come from successful people who have
risen from the environment in which the disturbed children are
now living. Public-spirited businessmen may make part-time jobs
available to pupils.

Special Class Programs

For young disturbed children who cannot travel far from home
and who do not need the diversity of learning experiences that
a special school provides, special classes may be organized in local
elementary schools. Chicago, for example, has 18 classes for boys
under 12 years of age of normal intelligence who present severe
problems of truancy or classroom disorder. Psychiatric diagnosis
is not required for admission, though many of those enrolled have
had some psychiatric attention. Class size is kept under 15, pref-
erably under 12. Teachers are predominately young men and
often provide many of the boys with their first contact with an
adult male they can respect.

Practically all pupils in these classes are seriously retarded
educationally although this is not the oasis for selection. -The
curriculum includes strong remedial programs in reading, writing,
and arithmetic; but social studies, health, science, and the arts
are not neglected. Undesirable behavior is not tolerated, but the
youngster. is made to feel that he is accepted even if. his behavior
is not.

Classes Under Psychiatric Supervision

A few schools have established classes under psychiatric super-
vision for pupils with such severe emotional problems that they
cannot adjust to a regular classroom (and usually the regular
class cannot tolerate them). The Gary, Indiana, public schools
have several classes conducted in cooperation with the County
Child Guidance Clinic.' Children are seen by psychiatrists of the
clinic, and teachers have regular consultations with the clinic staff.
.Class size is in the four to six range; both boys and girls are
accepted.

Classes for brain-h.jured pupils, hyperactive children, and those
with perceptual difficulties should be medically supervised. It has

'Rimer, Jay L.; Kahn, Carl L.; and Frazee, Vernon. Special Classes for
Emotionally Disturbed Children. Gary, Ind.: School City of Gary, 1962.
16 pp. (Mimeo.)
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been suggested that similar methods may be used for children with
certain symptom patterns whether the disturbance is psychogenic
in origin or related to a neurological defect. Some classrooms have
been designed with individual cubicles so that each child can sit
with his back to the room. By this means, distracting stimuli are
minimized.

Evidence of increasing interest in efforts to serve children with
severe emotional problems is seen in the recent formation of a
national association of parents of disturbed children. A national
association of teachers of the emotionally disturbed has also been
organized.

Education in Other settings

Increasing numbers of children are being cared for in psychi-
atric hospitals, in psychiatric wardz of general hospitals, and in
children's residential schools. Education follows children to the
setting where they find themselves. State hospitals for the mentally
ill not too long ago placed their occasional child patients in adult
wards with mentally ill women to look after them, and gave them
little other care. Today many such hospitals have wards for chil-
dren and for adolescents and provide educational as well as psy-
chiatric and social services. School systems that provide teachers
in the general hospitals of the community send teachers to the
psychiatric and psychosomatic wards where elementary or second-
ary children are housed.

Many residential institutions for children today find that the
majority of their clients are children with severe emotional prob-
lems; some definitely specialize in caring for the emotionally dis-
turbed. These institutions frequently send their children to the
neighborhood public school. In some communities public school
teachers have been provided to work in sliecial classrooms within
children's institutions.'° It is desirable _or such teachers to have
special training to enable them to work in cooperative relationship
with the psychiatrists, social workers, psychologists, house parents,
or psychiatric nurses of the institution. Teaching must be ad-
justed to the needs and tolerances of the children. However, ex-
perience has clearly shown that the teaching must be kept divorced
from the therapy program. The classroom must be a classroom,
albeit a somewhat unusual classroom.

" Mullen, Frances. A., and Blumenthal, Leroy H. "Principles of Agency
School Cooperation in a Program for Emotionally Disturbed Children."
American Journal of Orthopsychiatry 32; January 1962.
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Home instruction
The problem of providing teaching service to a child confined

to his home on a psychiatric diagnosis and under psychiatric
treatment is a difficult one. Many schools that offer home teach-
ing to the child confined to his home by physical illness or injury
do not accept a child with a psychiatric condition.

Lack of home instruction for pupils with emotional problems is
a result of the, inherent difficulty of working in an environment
which, in many instances, has been a contributing factor to the
child's emotional condition. In a hospital or residential institution,
the teacher has psychiatric and other staff immediately available
for consultation. In a. home, the teacher is sometimes no match
for the sophisticated mother who has been from one psychiatrist
to another, who is glib as to the needs of the child, and who is
determined to close her eyes to any evidence of her own involve-
ment in, or responsibility for, the child's problems. Especially
in cases of so-called "school phobias" such a parent is expert: in
manipulating the teacher to assuage the parent's. sense of guilt,
while contributing to the persistence of the child's difficulty. Few
teachers, if any, are trained to cope with such psychiatric problems
in settings where supervisory and consultative help are not readily
available.

Return from Special Education
The chief goal of most special classes and special schools, as well

as of hospitals and institutions for the emotionally disturbed, is to
return the child as soon as possible to the regular stream of child
life in the schools. Sometimes a short period of intensive service
in a protective environment is enough; frequently the period of
residence in the special class or special facility is of several years'
duration. The problem of managing the convalescent child's re-
turn to a normal classroom becomes crucial.

When the special class is housed in a school building, gradually
increasing participation with regular classes may be arranged, first
in the areas of school life or curriculum in which the child has
most interest or most talent. When the special class is in an
institution, the child may gain sufficient emotional stability to
attend the neighborhood school even though he still needs therapy
and is not ready to return to the stresses of his home environment.
Some children still residing in various state hospitals now attend
public schools in neighboring communities. This has been ac-
complished through careful preparation of the child and of the
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school and close continuing cooperation between the hospital staff
and the school personnel.

TEACHER PREPARATION

Studies have shown that teachers resign from teaching as much
because of the anxiety they experience over inability to deal with
disturbed children as because of salary and other more frequently
publicized causes." The implications for institutions preparing
teachers are many.

Preservice Preparation
Student teachers must be screened for emotional stability as well

as for intellectual and educational levels. Their preparation must
give them understanding of themselves and skill in dealing with
their own personal problems. It must give them a philosophy of
education that encompasses broad goals and enableS the young
teacher to cope with the vagaries of public opinion which.one year
demands that all students take a course of study appropriate for
future Rhodes scholars and the next year blames the schools for
excessive homework assignments. It must help the young person
understand children and their parents and give them practice in
observation and screening techniques appropriate.th-the classroom.
It should help them to feel secure in dealing with members of the
mental health professions through developing an understanding
of the roles of these professions in the school setting.

The demands on teacher education curriculums constantly ex-
pand. America has not yet reached in practice a standard of four
years of professional preparation for every elementary teacher,
but it is rapidly realizing that a five-year course is barely sufficient
to give the beginning teacher a broad cultural background, spe-
cific educational theory and technical know-how, and a grounding
in mental health and human relations. Teacher -education: institu-
tions are extending the practicum and internship phases of their
programs, providing more effective supervision, and insuring
keener analysis of the problems the practice teacher meets.

Searching for Improvement
Educational theory and practice have not yet made the great

strides that have come in the physical and biological sciences.

" Eaton, Merrill;, Weather, Garret; and Philips, Beainan N. "Some Reactions
of Classroom Teachers to Problem Behavior in the School."' Educational
Administration and Supervision 43: 129-39; March 195 ?.
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Teacher preparation must produce a generation of teachers 'open-
minded to experimentation and to change based on proven hy-
potheses. Basic research and applied research must be carried on
vigorously in teacher preparation institutions, and teachers must
be imbued with the importance of the experimental approach in
`heir own work.

Schools are just beginning to realize the potentials of automated
record keeping, of programed learning for individual instruction,
of the full use of TV and audiovisual presentations for mass in-
struction, and of varying class sizes for varying purposes. We
cannot as yet say with certainty which of the new directions will
stand the test of rigorous trial and evaluation. However, a tech-
nological revolution within the schools in one direction or another,
perhaps in a direction as yet barely hinted, seems almost a cer-
tainty, certainly a necessity, if we are to meet the challenges of
the years ahead and if advances in human relations are to catch up
with advances in our powers of destruction.

In the process of improving teacher preparation, especially in
areas related to mental health, the insights of experienced workers
in the fields of school health are greatly needed.
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Chapter

Communicable Disease
Control

Various health measures are responsible for bringing under
control certain diseases which were scourges only a few decades
past, but only a feW will be mentioned here. The provision of safe
public water supplies is the main reason for the decline in typhoid
fever and other bacteria-caused intestinal diseases. Antibiotics are
so effective against scarlet fever fLat this disease, although still
common, is no longer feared. Immunization with diphtheria
toxoid prevents diphtheria. The pasteurization of milk has closed
an important channel for the :spread of disease, and improvement
in food storage and handling in wholesale and retail food establish-
ments and in homes has reduced the spread of disease through foods.
Such simple things as running water and refrigeration, conven-
iences earlier --,enerations lacked, have greatly decreased the trans-
mission of pa 7,.icular diseases.

Despite the progress which has been made, communicable°dis-
eases still occur, sometimes only a few cases at a time, but at other
times in epide.nic form. If the progress that has been made is to
be maintained, the bars must not be let down. Effective control
procedures need to be continued and, furthermore, a search made
to discover even better procedures.

Numerous microorganisms, including bacteria, viruses, pro-
tozoa and fungi, are capable of entering the body and causing dis-
ease. Diseases caused by such microorganisms are known as in-
fectious diseases. Certain infectious diseases (e.g., tetanr:3) are
not transmissible from person to person ; others are transmissible
and are known as communicable diseaseS.

Several publications deal with the recognition and control of
communicable diseases.L The intent of this chapter is not to du-
plica.te the contents of these publications but to give a perspective
on communicable_ disease control measures appropriate to the

'American Academy of Pediatrics. Report' of the Committee on the Control
of Infectious Diseases. Evanston, Ill.: the Academy, 1961. 132 pp.

American Public Health Association. Control of Communicable Diseases in
Man. Ninth edition: New York: the Association, 1960. 234 pp.
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school situation and to suggest ways by which school personnel
can assist in community control measures. Particular attention
will be given to education relating to communicable diseases, to en-
couraging immunization against various dis.3ases, and to the ex-
clusion and readmission of pupils having, or suspected of having,
a communicable disease. Special comments will be made on a
number of communicable diseases having special significance fell'
children and youth of school age.

EDUCATION RELATING TO COMMUNICABLE DISEASES

Parents, teachers, and pupils need to understand their roles in
communicable disease control, including measures to prevent par-
ticular diseases through immunization. Their effective participa-
tion in control measures depends on their knowing what to do and
how to do it. Education designed for these purposes is accom-
plished in a variety of ways with the assistance of many individ-
uals.

Parents Are Interested
As a group, parents know the serioc. sness of communicable

diseases, particularly in young children, and are eager for informa-
tion about preventive measures. They search for facts in baby
books, ask questions of their physicians, talk with neighbors, bring
their problems to nurses, and read articles in popular magazines.
As a result of information gained through these various channels,
most mothers learn that immunizations are important for the in-
fant. Children who are under the regular care of a physician
usually receive such treatments at the appropriate age.

In some instances, health department nurses visit mothers of
newborn children and provide information on disease prevention.
Well-child clinics usually provide immunizations for those not
otherwise protected.

Because of these efforts and activities the parents of children
entering school usually have considerable information about com-
municable diseases. However, it often is necessary to inform
them of school regulations and school policies, such as whether
smallpox vaccination or. immunization ,against other diseases is re-
quired for admission to school and that a pupil should be kept at
home whenever he does not seem well. Many schools ask parents
to send word to school whenever a pupil is ill and to have him
bring a note from his physician-upon his return to school after a
given period of absence due to illness.
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In some schools, information on communicable diseases is given
to parents of entering pupils in conjunction with other facts of
interest to them, such as policies regarding the care of sick or in-
jured pupils, accident insurance programs, lunch programs, and
similar matters.

As a substitute or supplement for written materials, schools may
organize meetings for parents of entering pupils at which pro-
cedures for the prevention and control of communicable diseases
are discussed. Schools may arrange for the person who registers
a child to talk with his mother about these matters. Zf a school
nurse is available, she should be given this responsibility. Dis-
ease control is aided by informed parents who understand the help
they can get from their physician and the procedures that are car-
ried out by the school and the health department.

Teachers' Responsibilities

Teachers should know their responsibilities in communicable
disease control and understand how their activities fit into the -total
community program. In some states teacher registers of pupils
contain facts about various diseases, suggestions regarding
teacher observations, and instructions for excluding ill pupils.
Guides for school health services, mimeographed bulletins, and
teachers handbooks may include similar information. At times of
an increased incidence of communicable diseases, the health officer,
a school physician, or some other physician may discuss the situa-
tion at a teachers meeting or prepare a special bulletin for teachers
and other interested persons.

School personnel need to know that the local health department
is legally responsible for inaugurating and implementing proce-
dures to prevent and control communicable diseases. These efforts
require the cooperation of practicing physicians, parents, teachers,
and many others. In this area the health department provides
leadership and coordinates the efforts of all groups in the com-
munity.

The school nurse often does an excellent job of disseminating
information to teachers. She may familiarize them with local
ordinances and regulations relating to communicable diseases, help
them develop skill in detecting early signs of nickness, acquaint
them with recomnAmded immunization procedures, and inform
them that she is available for advice and assistance.

Teachers can and should help pupils gain an understanding of
communicable diseases, learn what they as individuals can do about
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them, and learn how physicians and health departments prevent
and control such diseases. Teaching designed to achieve these pur-
poses should be adapted to the age of pupils and be an integral
part of the health education program. Pupils should learn how
desirable health practices help to prevent disease. They are often
.urious about the causes of diseases, how certain diseases are
spread, how the body combats disease, and the way immunizations
provide protection. They are thrilled by the story of Louis Pasteur
and his discoveries, the conquest of yellow fever, and other dra-
matic incidents in man's fight against disease and pestilence.
Teaching of this kind helps pupils to learn how they can help pre-
vent disease and gives them an appreciation of the work done by
practicing physicians and health departments.

PREVENTION' THROUGH IMMUNIZATION

Immunization, an effective means of preventing certain diseases,
is accomplished by inoculation, the introduction of particular sub-
stances into the body. Inoculation may take place through injec-
tions into or under the skin or through swallowing substances taken
by mouth. When inoculation is by injection, a series of injections
is given originally, followed in later years by reinforcing injec-
tions, sometimes called booster or recall injections. The latter are
used to increase immunity that may have diminished with passage
of time.

Basic Immunizatiors
Health authorities agree that .infants and children should be im-

munized against smallpox, diphtheria, whooping cough, tetanus,
and poliomyelitis. Recommended practices will vary with respect
to the age at which immunization treatments should first be given
and the choice of immunizing agents to be used. Consequently,
specific recommendations should be obtained from local physicians
or the local' health department. In general, immunity should be
developed as early in the life of an infant as is necessary and pos-
sible.

Initial vaccination against smallpox is most desirable and safest
during the first year of life. Revaccination is recommended at
the time of entrance to school and periodically thereafter at inter-
vals of about five years. Revaccination is particularly important at
the time of any unusual exposure to smallpox, such as when a case
of the disease occurs in a community, and is required when a person
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travels to a foreign country. An individual should neither be vac-
cinated nor exposed to a recently vaccinated person when suffering
from exzema and certain other skin infections because of the possi-
bility that the vaccine will infect large areas of the skin.

Immunization against whooping cough should be accomplished
early in infancy because this disease is especially serious if it oc-
curs during the first six months of life. Since it is possible and
desirable to produce immunity against whooping cough earlier
than immunity to other preventable diseases, whooping cough
vaccine is often administered separately from other immunizing
substances.

Combinations of immunizing substances are sometimes used.
Selection of the particular immunizing subst.,-;.e or combination of
substances to be used should be left to ..ie discretion of the
physician who will administer it,

The need for reinforchw inoculations varies with age. Fre-
quently, booster doses of agents that produce immunity against
diphtheria, whooping cough, and tetanus are given about 6 to 12
months after the initial series of inoculations, or after exposure
to one of the diseases and sometimes at the time of entrance to
school. Recommendations on the spacing of and need for routine
booster inoculation during the school yea'rs are variable because
of the development of new vaccines and new methods for their
administration. School personnel can keep abreast of current
recommendations by consulting their local health department and
medical society.

Immunization against tetanus has, special values for children.
and any person likely to be exposed to the disease through injury
during outdoor vocational or recreational pursuits. It automati-
cally affords protection when' injuries occur that are erroneously
considered not to require additional protective measures. When
a child who has had tetanus toxoid receives a wound which might
be followed by tetanus, he may be gien a reinforcing inoculation
of toxoid. This very quickly brings his immunity up to a high
level.. A. child who has not, previously been immunized against
tetanus will need to be given tetanus antitoxin. Since this sub-
stance is made from horse serum, it may cause alarming or even
fatal allergic reactions.

Some Other Kinds of Immunization
Poliomyelitis may be prevented by the use of two different sub-

stances, Salk vaccine or Sabin vaccine. Salk vaccine contains
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killed poliomyelitis viruses, whereas Sabin vaccine contains weak-
ened live viruses. Salk vaccine is administered by a series of in-
jections, followed later by booster injections. Sabin vaccine is
taken by mouth, usually in the form of a syrup. Whether oral
(Saliin) vaccine needs to be followed by booster doses is not
known at present. The relative value of the different types of
vaccine is not known, but it is recommended that all children be
immunized against poliomyelitis by one type of vaccine or the
other, depending on recommendations of local medical and public
health authorities.

A successful immunizing substance against measles is now
available. Its use should be routine for children and for older
persons who have not had the disease. An important immunizing
substance called gamma globulin, which is a human blood deriva-
tive, may be used to supplement the new vaccine. Formerly this
substance was used to prevent measles or reduce its severity in
exposed infants and delicate children.

Vaccination against influenza has fm. many years been regarded
as optional because the immunity it produces is neither complete nor
long-lasting and could be .circumvented by a sudden 'change in the
strain of virus that causes the disease. Annual vaccination against
influenza i3 desirable for groups in which the risk of death is high
the aged and those with severe chronic diseases. School children
are highly susceptible to the illness but generally recover unevent-

l- fully. Therefore, annual influenza vaccination does not seem essential
for them unless they have a chronic disease or are in a debilitated
condition.

Records of Immunizations
How to maintain records of immunizations received by an indi-

vidual is a problem which ingenious plans have by no means solved.
Physicians who administer vaccines or toxoids keep records of the
treatments they give, as do personnel in charge of clinics. Such
data need to be supplemented by records kept by parents and school
personnel. Parents should be urged to keep up-to-date records of
basic and booster immunizations given to their children, including
the names of the diseases for which they were given and the dates
on which inoculations were administered. School personnel should
secure such information from parents at the time a child enrolls
in school, record it on the pupil's cumulative health card, and keep
the information up to date.

It is especially important to keep records of immunization against
tetanus. As mentioned earlier, treatment of a child with a wound
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is -simpler and easier if he has previously received tetanus toxoid.
Not only should each child be immunized with tetanus toxoid, but,
equally important, a record of such treatment should be readily
available to provide answerg to questions the doctor wil! raise if
a child suffers a skin wound. Children known to be sensii!,e to
horse serum should carry an identification card or tag on which th;s
fact is recorded together with information concerning the date of
his most recent injection of tetanus toxoid.

Should Immunizations Be Compulsory?
Decades ago many countries made smallpox vaccination compul-

sory. In general, compulsion did not extend to other diseases for
which immunizing agents became available. With the coming of
poliomyelitis vaccines, however, the suggestion has been made that
their use be made compulsory.

The question as to whether immunizations should be compulsory
is difficult to answer categorically with a yes or no. The answer
depends on many factors. Most countries are tending to move away
from compulsion and are finding that health education can achieve
equally good results. Enforcement of compulsory procedures is dif-
ficult and burdensome and regulations all too often are ignored.
Furthermore, compulsion may lead to postponement of needed inoc-
ulations until they are legally required, resulting in children being
unprotected during the critical preschool years.

If voluntary measures in a community produce a high level of
immunity against a particular disease, there is no reason to press
for compulsion. 1-! the level of immunization is not satisfactory,
intensive health education is preferable to compulsion.

It may well be that in some places compulsion is useful. In this
country, however, the most effective method to accomplish im-
munization is to have it adopted by the medical profession for
their private patients. If most infants are under the care of private
physicians, the results are highly satisfactory. In many parts of
the country, local health departments no longer conduct immuniza-
tion clinics, limiting their efforts to checking from time to time on
whether or not the community is well protected. (Participation of
the local health department and of practicing physicians is essential
for the high degree of organization required if oral poliomyelitis
vaccine is to be given rapidly to a whole community.)

Indiana adopted an immunization law 2 which requires parents

' Marshall, A. L., Jr., and Offutt, Andrew C. "A Non-Compulsory Immuniza-
tion Law for Indiana School Children." Public Health Reports 75: 967-69;
October 1960.

f
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to give schools a written record of the immunizations of their chil-
dren, unless they object in writing. The identity of unimmunized
children is reported to the local and state health departments. Re-
ports of the adequacy of the immunization in various communities
are then published, and the publicity given to communities with
poor records often leads to corrective measures.

EXCLUDING AND READMITTING PUPILS

The preceding pages have stressed the preventive aspects of
communicable diseases. But what occurs when a pupil develops a
particular disease? What provision is made to exclude ill pupils
and to check children returning to school following illness? Should
schools be closed when epidemics occur ? Policies and procedures
relating to those matte need to be developed and responsibility
for carrying them out definitely established.

Identifying and Isolating the Sick Pupil
The school is a safe place for well children only when children

wit -a .:.igns of illness are identified promptly and separated immedi-
ately from the others. This requires that each teacher observe his
pupils at the beginning of each school session and be alert through-
out the day for signs or symptoms that may develop. The child may
be perfectly well at 9 o'clock, but exhibit signs of illness later in the
day.

Exclusion of a child is based on his appearance, behavior, or com-
plaints, not on a diagnosis. If a child's condition is sufficiently dif-
ferent from usual to attract attention, `here is cause for exclusion.

Among the more commonly &served indications of communica-
ble disease that the teacher may observe are these :

Unusual pallor or flushed face
Unusual listlessness or quietness
Red or watery eyes
Eyes sensitive to light
Skin rash
Cough
Need for frequent use of the toilet
Nausea or vomiting
Running nose or sniffles
Excessive irritability
Jaundice.

A child may complain of such symptoms as stomach ache,
sore throat, headache, or abdominal pain, any one of which may
be evidence of the first stage of a communicable disease.
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The onset of many communicable diseases often resembles a com-
mon cold. Exclusion of children who look as if they are getting a
cold is, therefore, an effective means of removing from the class-
room children who may be developing more serious diseases. Even
if the condition is only a cold, both the child and his classmates
are the better for his exclusion. The child in the first stage of a cold
cannot gain much from school work and may spread his infection.

In some schools the temperature is taken of pupils who appear
sick or complain of not being well. This is not essential but can
serve a screening purpose. If the temperature is elevated, it is evi-
dence that the child is sick, but a normal temperature does not mean
he is well. A seriously ill child may have a normal temperature.

The child N./Rh suspicious symptoms should be removed from the
group at once and placed in the care of a responsible person. An ill
child is a frightened child and needs reassurance. He should have a
chance to relax on a cot until placed in the bands of his parents. The
mother may be asked to call for the child: but if this is not possible,
the school should see that he is taken home by a responsible party or,
in occasional cases, to a hospital.

Exclusion procedures must be adapted to available personnel and
to local policies. If a nurse is on duty, the pupil may be referred
to her; otherwise, the principal or classroom teacher should arrange
the exclusion. Policies may require that school personnel report to
the health department the names of children excluded from school
because of suspicious symptoms. Such reports are "buspect" notices
not diagnostic in nature.

Many communities will find it desirable to set up a policy, pre-
pared in cooperation with the county medical society and hospital
administrator, for referring children with apparently serious symp-
toms to the nearest hospital which admits persons with communi-
cable diseases. The referral should be made by a physician whenever
possible. Sometimes, however, to avoid delay of many hours should
no physician be within reach, it may become necessary to take a
child to a hospital as fast as circumstances permit. Valuable time
may be lost and other members of the family unnecessarily exposed
should such a seriously ill child be taken home first. It is important,
therefore, that the school know all the community resources able to
cope with certain diseases from diagnosis through treatment
physicians, health departments, clinics, hospitals, or emergency
hospitals in epidemics. At least one responsible person in the school
should know the local and state laws relating to communicaLle
diseases.
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Care of Contacts
Once the child with a suspected or an established illness has been

sent home, the .question of contacts arises. Quarantine and isolation
requirements vary in different states and have not always kept
pace with recent developments in medicine. It is of little value, for
example, to quarantine household contacts of scarlet fever cases in
the light of modern concepts of the disease. However, as long as
such a law regulation exists, it must be followed. For contacts of
some diseases, such as diphtheria and meningitis, quarantine and
lab-,"7'..atory tests, as well as prophylactic treatment, may be required.
In many states no attendance limitations are placed on brothers
and sisters of children sick with such diseases as chicken pox,
measles, mumps, and German measles.

it is necessary for personnel at each school to become acquainted
with state and local rules and regulations and to proceed as therein
directed. This practice should be followed for all diseases, in-
cluding such "nuisance" diseases as impetigo, scabies, and pedicu-
losis.

When it is definitely known that a school child has a communica-
ble disease, it is good practice to notify parents of other children.in
the same class. This enables them to take precautionary measures.
For example, a delicate child may be given immune serum to lessen
the danger of measles.

Readmission to School
Readmission policies will depend on several factors: (a) state and

local laws governing communicable diseases, (b) rules of the local
health department, and (c) the extent of school health services. Re-
admission procedures are probably the least uniform part of com-
municable disease control in schools. Some state laws specify the
procedure by which a child can be readmitted. In some areas,
special regulations are passed by the education department, slime-
times a local health department is made responsible, and somethlies
the doctor in charge of the case. In many areas, the child simply r --
turns to schr el,

There is oefinite need for sound policies governing a child's return
to school after an attack of diseaseany disease. School health
service personnel or the school principal, where health personnel are
not available, should require a certificate, either from the family
physician or the health department, stating that the child can now
return and that state laws have been complied with. In large school
systems with full-time health service staffs, the school physician
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may be the authorized agent to check readmissions. He may re-
quest a note or :telephone call from the family physician; for less
serious conditions, he may delegate responsibility for readmiSsion
to a nurse, a principal, or teachers. Where school health services
are provided by the local health department, the health officer
usually issues a permit based on examination or on a physician's
statement.

The question of readmission of pupils was considered by one of
the discussion groups at the Third National Conference on Physi-
cians and Schools. They recommend that
readmission to school following a communicable or suspected communicable
disease, where this readmission is not governed by state and local health
regulations, be an administrator or teacher responsibility based upon accepted
practices for communicable disease control, the protection of other children and
the personal health of the child who has been ill. This implies an understanding
of disease control by the teacher, as well as the guidance of a nurse, school
social worker, or counselor who has obtained information from the child's
family on the reason for the absence.'

For some diseases, it will not suffice for the physician to state
that a child or contact is ready to return. Specific information
should be given if certain procedures are required by law. For
example, there may be a requirement of laboratory tests to verify
absence of the infectious agent following disease or contact. Notes
from physicians must state clearly that such tests were done on
certain dates and were fou- to be negative.

Keeping Schools Open

In the face of an epidemic, the question is often raised, "Should
schools be closed?" With the effectiveness of immunization proce-
dures and present-day understanding of how diseases spread, it is
now considered preferable to keep schools open during epidemics,
particularly in urban communities. Some of the factors requiring
attention have been noted in these words:

If schools are already in session and an epidemic develops, the decision as to
closing the schools should rest largely upon the availability of resources for
supervision of school children. Closing, the schools leaves the children at loose
ends and favors community contacts and dispersion of infection thru such
channels as theaters, playgrounds, public conveyances, stores, and neighbor-
hood contacts to a greater extent than would be the case if schools were open.

* * *

'American Medical Association. Third National Conference on Physicians
and Schools. Conference. Report, November 1951. Chicago: the Association,
1951. p. 47.
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Where school administrators are faced with public opinion based on misin-
formation which demands the closing of schools, the situation usually can be
met most satisfactorily by agreeing to close the schools provided children are
rigidly excluded from all public places and are kept on their own home premises.
This paralyzing alternative usually convinces parents that a properly super-
vised school is as safe as any other place during an epidemic with the possible
exception of the home. Unless the home has in it exceptionally wise and firm
parents, the school may be the safest place.'

Careful supervision of pupils during school hours, coupled with
prompt identification and isolation of those appearing sick, helps
to prevent the spread of communicable diseases through school con-
tacts at times of epidemics and at all other times as well.

COMMENTS ON SPECIFIC DISEASES

A few diseases Merit special comment, either because present
viewpoints on their control are considerably different from those of
earlier years or because they have particular significance in school
situations.

German Measles (Rubella)
In recent years, physicians have become quite concerned with

this "minor" childhood disease. It usually causes no problem when
it occurs during childhood ;..but if a prospective motherxontracts it
during early pregnancy, the fetus may become malformed. One
attack of German measles, as a rule, gives permanent immunity. It
is advisable, therefore, that girls have the disease during childhood.
Many phy-::_cians recommend that no attempt be made to prevent
contact with German measles by preadoleseent children since it
usually is a harmless disease to this age group.

Infectious Hepatitis
Infectious hepatitis is a fairly common disease of children and

young adults which occurs sporadically or in small outbreaks. A
yellow discoloration of the eyeballs and skin is a characteristic sign,
but jaundice is often lacking in childhood cases. Probably the main
channel of spread is feces to mouth. Personal cleanliness and en-
vironmental sanitation are, therefore, of vital importance. In
controlling an outbreak, gamma globulin, a derivative of human
blood', is useful in preventing symptoms of infection, but it may not

American Association of School Administrators. Health in Schools. Re-
vised edition. Washington, D.C.: the Association, a department of the Nation).)
Education Association, 1951. p. 335.
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prevent communicability. Gamma globulin, which is fairly scarce
and expensive and cannot always be used as liberally as school
health personnel might like, is no substitute for good hygiene.

Mumps
This is another disease which usually takes an uneventful course

in younger children but may be accompanied by serious complica-
tions in individuals beyond puberty, particularly inflammation of
the testes in males and of the ovaries and breasts in females. If
there are no contraindications at the time of exposure, it is desir-
able for preadolescent children to get the disease and thus develop
immunity against future attacks.

Scarlet Fever
Since it has been learned that scarlet fever is not a disease entity

but a form of streptococcal infection in nonresistant individuals,
concepts of isolation and quarantine procedures have changed. -For
every case of scarlet fever, there are a number of "carriers" without
signs of illness and individuals ill with "strep sore throat." Further
spread of the disease can be checked by prophylactic use of drugs
and antibiotics.

Gonorrheal Vulvovaginitis
Among children of prepubertal age, gonorrheal infections are

mostly found in little girls in the form of a purulent vulvovaginitis.
The infection is transmitted by close personal contact as well as by
freshly soiled, improperly handled articles from an infected indi-
vidual. In view of modern therapy (sulfa drugs and antibiotics),
the problem of checking the spread among school children has been
greatly eased. Certain virus diseases, such as measles and chicken
pox,. may also produce vulvovaginitis. No diagnosis of gonorrhea
should be made without careful bacteriological examination.

Syphilis and Gonorrhea
Although marked progress has been main in combating these two

different and distinct diseases, cases still occur, and unfortunately,
an increased number of cases in teen-agers has been reported in
recent years. Both diseases are spread through sexual contacts and
both respond readily to appropriate treatment. It is important that
boys or girls who complain of a discharge from the sexual organs
or of a sore on the external genitalia be referred for medical exam-
ination. Education. is an important factor in extending knowledge



216 SCHOOL HEALTH SERVICES

about these diseases, the way they are spread, and the value and
importance of treatment. Such education, as well as education re-
garding growth and reproduction, should be an integral part of
health education in junior and senior high schools.5

Rheumatic Fever
Although this disease is closely related to and may appear as a

sequel to streptococcal infections and is not "communicable" from
one person to another, it has been included in this list from the
standpoint of prevention. ',Children who are known to have had or
to have been exposed to streptococcal infections should be observed
for early symptoms of rheumatic fever. Children who have had
rheumatic fever should receive, an antibiotic or a sulfonamide at
regular intervals to prevent recurrences and further damage to the
heart.

Pinworm Infestation
This infestation is very common although not always recognized.

Since the worm descends during the night to deposit eggs in the
anal folds, bedding and clothing are usually infested with ova. A
few years ago, during an outbreak in one high school in a metro-
politan area, 30 percent of the students were found to be infested.
Ova were found in the dust on window sills and throughout the
school building. Where one case is found, infestation of close con-
tacts may be expected. To prevent reinfestation, all members of
the family should be examined and treated at the same time. The
ova withstand heat and chemicals to a considerable degree. Scrup-
ulous cleanliness should be exercised in connection with toilet
seats ; they should be scrubbed daily with soap and water. Children
should be instructed to scrub their hands in the morning and before
eating and after defecation, practices that are desirable at all times.
Ova are frequently found under fingernails because of scratching
during sleep. Nail biting is frequently a cause of reinfestation.

Mononucleosis
Children and young adults are particularly susceptible to mono-

nucleosis, a disease characterized by malaise, low-grade fever, sore

The Joint Committee on Health Problems in Education of the National Edu-
cation Association and the American Medical Association has prepared a
series of five booklets on the physiology of growth and reproduction; suitable
for use by parents and teachers, as well as by pupils. These may be obtained
from either the National Education Association or the American Medical
Association. The titles are Parents' Responsibility, A Story About You, Find-
ing Yourself, Approaching Adulthood, and Facts Aren't Enough.
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throat, and swollen glands. Examination of the blood shows defi-
nite and distinct changes. Sickness may last for several weeks and
general weakness may persist for several months. -Complete recov-
ery is the rule. The exact cause of the disease is not known. It is
believed to be spread from person to person by direct contact or
droplets from the nose and throat. Pupils returning to school fol-
lowing the disease may need help in making up work they have
missed. They need to be urged not to do too much too soon. Such
pupils may not be able to resume a full schedule of study and activ-
ity for several months.

Nuisance Diseases
Pediculosis of the scalp (head lice), scabies (the itch), impetigo,

and ringworm are communicable conditions that occur in compara-
tively large numbers of children and frequently cause concern be-
cause they may lead to prolonged absence from school. Although
children with these conditions must be excluded when they are in a
communicable condition, they can usually be rendered noncommun-
icable fairly rapidly by appropriate treatment and can then return
to school. Scabies and pediculosis are apt to occur in entire families ;
treatment of one member of the family is not sufficient.

TWO GENERAL PROBLEMS

Two additional problems remain for discussionone related to
attendance and one to school employees.

The Attendance Problem
Allotting state funds to local schools on the basis of average

daily attendance leads to undue emphasis on perfect attendance and
encourages pupils to atteild school regardless of their condition. It
would be better to make exceptions for absences due to illness or to
base allotments on "pupils enrolled." Any practice that puts pres-
sure on sick children to come to 'school interferes with efforts to
control communicable diseases.

Sickness Among Employees
Teachers can catch colds as readily as pupils and may get tuber-

culosis, measles, infectious hepatitis, or a 'nuisance disease. Bus
drivers, secretaries, lunch room personnel, and principals and super-
intendents' of schools may become ill with a disea,Ae which can be
transmitted to others.
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The procedures for dealing with ill school employees are similar
to those applied to pupils. A sick employee should be allowed to go
home or be excluded, if necessary, and sick-leave policies should be
such as to encourage him to stay at home as long as is necessary.
Duration of exclusion and procedures for readmission will be dic-
tated by local regulations.

These problems and others can be solved through cooperative
planning by schools, health departments, and medical societies.
Through such planning, school aspects of community disease control
can be developed in the interest of both the school and the
community.
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Chapter

Caring for Emergency
Sickness or Injury

Emergency care for pupils who become either sick or injured
at school or at school-sponsored functions away from the school
is a responsibility of school personnel and an integral part of school
health services. Possible emergencies should be anticipated and
policies for dealing with them formulated. Consideration should be
given to common, day-by-day occurrences and also to the unusual
situations which might follow disastrous fires, explosions, floods,
tornadoes, or other catastrophes. Careful preparation assures
better protection for children and school personnel, helps avoid
mistakes that could produce embarrassment or result in legal lia-
bility, and reduces the danger of hysterical reactions to unusual
conditions.

The school administrator has responsibility for the establishment
of policies to guide those individuals who provide emergency care,
but it is essential that he obtain competent medical advice and that
he confer with others who are concerned with the problem. Policies

jshould be developed jointly by representatives of the school, the
local medical and dental societies, the health department, hospitals,
and parents. Policies should be in written form and distributed
and interpreted to each teacher as well as to parents, pupils, physi-
cians, and members of hospital staffs.

A realistic program for emergency care recognizes the need for
school personnel to accept certain responsibilities and to have
readily available the supplies that may be needed. Attention must
Le given to records and reports. These provide necessary informa-
tion for analyses of accident experiences, an essential procedure
in the development of preventive measures. Records and reports
are also needed because of the possibility of legal difficulties grow-
ing out of the actions of school personnel, or of their failure to act.

FOUR SCHOOL RESPONSIBILITIES

Fundamental to any emergency care program is acceptance by
school personnel of responsibility for (a) givinw immediate care,
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(b) notifying the pupil's parents, (c) arranging for the pupil to
get honie, and (d) guiding parents, when necessary, to sources
of treatment.

First aid is the immediate care given an injured or sick person.
It includes procedures that can be applied by nonmedical persons
to save life, to prevent further injury, or to reduce suffering. It
never includes diagnosis or the administration of medication. First
aid procedures are based on the assumption that the sick or injured
person will obtain medical treatment promptly whenever it is
needed.

Imniediate Care
Everyon f? on a school staff should have the skills and under-

standings necessary to administer first aid. The principal, the
teachers, the secretaries, the maiptenance staff, and the bus drivers
are all likely to be in a position where they will need to administer
first aid. This is particularly true in schools where medical and
nursing personnel are not available, but holds true also f.Jr sch"ols
Ivhich receive the services of such persons. As a minimum standard,
at least one person with special preparation in giving first aid
should be available in each school at all times that pupils are in
the school or. on the school grounds. This person may be a teacher,
principal, secretary, or other person with appropriate preparation.

If a physician is at a school when a pupil becomes sick or
injured, he may provide the necessary immediate care. However,
his help should be solicited only when the sickness or injury is too
serious to be cared for by a first aider. The assistance the school
.doctor gives should be restricted to immediate care.' The chief role
of the physician ,relating to emergency care is in developing
policies and procedures rather than in rendering first aid.

When a serious accident occurs or when a pupil becomes alarm-
ingly. sick and obviously in need of immediate medical attention,
school personnel should be authorized to call the school medical
advisor, if there is one, or summon the nearest available physician:
It should be made clear to the physician called that he will be
superseded by the family physician when responsibility is turned
over to the parents.

A nurse, if at hand or easily reached, may provide immediate
care and may advise regarding the need for medical attention.
It is not desirable, however, to require that a nurse provide first
aid in all cases of injury and sickness since many conditions
can be cared for safely and effectively by a teacher or other person
trained in first aid. In a serious case, the nurse may give immediate
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emergency tare including such measures as rest, external applica-
tion of heat or cold, temporary dressings, hemorrhage control, and
ordinary nursing measures directed toward the comfort and safety
of the ill or injured individual.

Notification of Parents
Parents should be advised of a pupil's illness or injury if the

condition is at all serious. If pnssible, parents should be summoned
by telephone and informed in a tactful manner concerning the
pupil's condition. Care should be taken to avoid undue apprehen-
sion and excitement. The parent should be assured that the pupil
is receiving immediate care and will be looked after until the
parent reaches the school.

Each pupil's cumulative health card should contain data that
are needed at the time of an emergency. Such data would include

]. Name, address, and telephone number of each parent or guardian, includ-
ing places of work.

2. Name, address, and telephone number of the family physician, family
dentist, and preferred hospital.

3. Name, address, and telephone number of relative or neighbor who has
agreed to care for a pupil if a parent cannot be reached.

4. Written authorization from a parent or guardian for school personnel to
call a physician in a serious emergency when the parent cannot be
reached.

The above-menticned information is needed for each pupil and
should be kept up to date. In Cranford, New Jersey, the schools
obtain much of the information suggested above through use of
the card illustrated in Figure II. Many schools find it desirable to
include a line authorizing school personnel to call a physician if
they think it necessary in an emergency when a parent cannot be
reached.

Getting the Pupil Home
When a pupil becomes ill or injured at school, it may be necessary

for hiri to be taken home, to a r' tor, or to a hospital. This
responsibility should ordinarily be assumed by a parent. Policies
regarding transportation of an injured pupil when the parents
cannot be reached should be developed locally. Volunteers may be
used, a list of such individuals being kept in the principal's office.
In some instances reliance is placed on commercial taxi service,
while in others transportation is provided by a school employee.

No seriously sick or injured pupil should be allowed to go
home without being accompanied by a responsible adult. Moreover,
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FIGURE II I EMERGENCY CARD
Cranford Public Schools

In case of an important emergency, it may be necessary to contact parents
during school hours. To make this possible, please furnish us the following
information.

Name of Pupil Home Room Teacher Grade'

Address Home Telephone

Father's Business Address Tel.

Mother's Business Address Tel.

If we are unable to contact parents in emergency situations, it is important
that we have other references (such as local friends or relatives and family
physician) whom you authorize us to contact.

Name Address Tel.

Name Address Tel.

Name Address Tel.

Physician's Name Address Tel.

Date Parent's Signature

a pupil should not be left at his home unless there is some respon-
sible person to take care of hima parent, close relative, or
neighbor designated by the parent. Placing this responsibility on
another pupil is neither safe nor fair.

Many authorities believe that a nurse should accompany a pupil
home only when his condition suggests that he may need her
professional attention en route. This belief is based on a feeling
that her special skills are not needed to transport pupils and may
be used otherwise to better advantage.

Helping Parents
At times parents fail to understand the importance of further

care for a sick or injured child or do not know where to turn for
help. Therefore, the member of the school staff who notifies the
parent should be prepared to assist with advice on subsequent
action, such as helping the parent to reach a physician, to select a



226 SCHOOL HEALTH SERVICES

hospital, or to arrange for transportation. This is an opportunity
to apply the techniques of counseling. (See Chapter 6, "Health
Counseling.")

In cases where subsequent treatment is necessary, the parent or
other individual responsible for the child or youth should be
informed of the nature of the emergency aid already given.

In some cities, the assistance of the police may be obtained in
arranging necessary emergency attention or in taking a pupil
horn:: or to a hospital. Details of such procedures need to.be worked
out locally.

An Illustration
Many schools have written guides, often called standing orders,

in which policies and procedures for dealing with emergencies a:ce
described and explained. Sometimes state departments of eThica-
tion and state departments of health cooperatively develop recom-
mendations for the guidance of local communities. Illustrative of
the latter approach is a statement on "Emergency Care Procedures"
prepared by the Illinois Joint Committee on School Health. This
states:

Written policies should be developed jointly by the school administrator, and
by local medical and dental societies, with the advice and consultation of the
local and regional health department. Consideration should be given to the
following:

A. Two or more designated school personnel should be qualified in first aid
by taking American Red Cross Fir Aid Course.

B. Emergency care .procedures should be so well planned th proper first
aid can be given until 'a physician can be consulted. Everyone on the school
staff should have a knowledge of the school first aid procedures and policy.

C. One or more completely equipped steel-case first aid kits should be
strategically located in each school. The number of kits ,will depend upon the
size and type of school, but one kit should be located in each shop or 1-..horatory
presenting an accident hazard. A person trained In first aid should make a
detailed inspection of thtl..kits at the .beginning of each semester and following
each use of the kit.

D. Each pupil's cumulative health record should list in order of preference
persons to be notified when a student needs emergency medical attention. In
all cases, parent, guardian, or other responsible person must be notified.

E. Plans should be made for arranging transportation for children who
have sudden illness or accidents.

F. Information concerning each illness or injury and what was done
should be entered on the pupil's cumulative health record.'

' Illinois Joint Committee on School Health. Guidelines for School Health
Programs. Springfield, Ill.: Office of the Superintendent of Public Instruction,
1961.
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Since emergency procedures need to be tailored to local condi-
tions, needs, and resources, each school system should study the
recommendations of its state departments of education and health
and adapt them to its own situation.

FACILITIES AND SUPPLIES

In order tht emergency care may be administered properly,
it is desirable that suitable facilities be provided at each school
and that appropriate supplies be available. Some person needs to
be given responsibility for periodically checking first aid supplies
and for replenishing them when necessary.

The Health Room
A room in each school should be designated as the "health room"

and used as the place where most emergency care ordinarily will
be given. In large schools, a suite of rooms is desirable so as to
provide space for vision testing, special examinations, and indi-
vidual counseling in addition to space needed for giving emergency
care.

Recommended Supplies

The health room should contain a cabinet with appropriate
first aid supplies, but such supplies will be needed in other places
also. First aid fol.' minor injuries may be applied by pupils or
teachers in the classroom if suitable supplies are at hand. Similarly,
first aid kits should be available in places where accidents occur
frequentlygymnasiums, laboratories, shops, and home economics
rooms. School buses should be provided with first aid materials
since emergencies may occur at places far removed from other
sources of supplies.

The kind and amount of supplies and equipment needed for
emergency 'are vary with the size of the school and the avail-
ability of medical, ambulance, and hospital services. Lie school
adMinistrator should be aware of state regulations relating to
first aid supplies, since lists of suggested materials are sometimes
prepared by state departments of education.

Final selection of materials should be based on recommendations
of the school medical advisor, health officer, or school health com-:
mittee of the county medical societY:

Appropriate first aid supplies for schbols are listed on the follow-
ing page.
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FIRST AID SUPPLIES*

First Aid Item Use

1. Sterile first aid dressing in
sealed envelope 2" x 2" for
small wounds

2. Sterile first aid dressing in For open wounds or dry dressings
sealed envelope 4" x 4" for for burns. These are packaged
larger wounds and for compress sterile. Do not try to make your
to stop bleeding own.

3. Small sterile compress with ad-
hesive attached, in sealed en-
velopes

4. Roller bandage 1" x 5 yds. Finger bandage
5. Roller bandage 2" x 5 yds. To hold dressings in place
6. Adhesive tape, roll containing To hold dressings in place

assorted widths
7. Triangular bandages For sling; as a covering over

8. Mild soap

9. Absorbent cotton, sterilized

10. Applicator sticks
11. Tongue blades

12. Scissors with blunt tips
13. Tweezers

14. Splints Y4" thick, 3' /z" wide,
12-15" long

15. Table salt

16. Baking soda .

17. Hot water bottle with cover
18. Ice bag

19. Tourniquet. Wide strip of cloth
20" long, and a short stick

larger dressing
-For cleaning wounds, scratches, and
cuts
Swabs or pledgets for cleaning
wounds
For making swabs
For splinting broken fingers and
stirring solutions
For cutting bandages or clothing .

To remove stingers from insect bites
or to remove small splinters
For splinting broken arms and legs

For shockdissolve 1 teaspoon salt
and 1/2 teaspoon of baking soda in
1 quart of water.

II II

Local relief of pain
Local relief of pain and to prevent
or reduce swelling
Burns
For use in severe injuries when no
other method will control bleeding

20. Eyedropper For rinsing eyes

* Adapted from First Aid Manual prepared by the Council on Occupational
Health and Department of Health Education of the American Medical
Association.
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In addition to the supplies listed, the following equipment may
be provided: wash basin, container for heating water, heating
unit, paper drinking cups, forceps, flashlight, safety pins, spoons,
paper and cloth towels, disposable tissue, thermometer, and several
blankets. One or more stretchers should be available in each school.

The quantities of various items ordered should be sufficient to
last through the school year; thus time is saved, inconvenience of
reordering is eliminated, and material is at hand when needed. A
good margin of safety is desirable, since the cost of most items
is small and many can be kept indefinitely. Individual items may
be purchased separately or commercial kits may be ordered. When
kits are considered for purchase, they should be checked carefully
to make sure they contain the items needed and in the amounts
desired.

No drugs are included in the list of recommended school first aid
supplies. Even the simplest and safest drugs sometimes cause
reactions. When they mask pain or other symptoms, they may be a
factor in delaying diagnosis and .treatment. For these reasons,
drugs should not be included with first aid materials, and the
administration of drugs should not be considered a function of
school personnel.

RECORDS, LEGAL LIABILITY, AND -ACCIDENT INSURANCE

Records are important in emergency care programs. Many days
after an emergency, particularly one due to an accident, informa-
tion about what happened, what was done to aid the injured, and
who did it may be necessary to assist in the settlement of an
insurance claim or to protect school personnel against charges of
negligence. Records are also needed for studying the causes of
accidents and for planning accident prevention programs.

Report Forms
Analysis of school accidents and their ramifications into many

aspects of the school program is possible only when there are
complete reports on every accident. Such reports may be used to
adjust school health services to local needs and to suggest desirable
modifications in the structure, use, and maintenance of buildings,
grounds, and equipment.

Accident reports are also a means of improving and vitalizing
safety education. Pupils should be encouraged to study the inci-
dence of accidents in and around their school and to formulate
suggestions to promote safety.
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Reports should be kept of at least the following types of injuries:
(a) all injuries which require a doctor's care or which keep a
'student out of school one-half day or more, regardless of whether
the student is injured on school property, at home, en route to or
from school, or elsewhere; and (b) all school jurisdictional injuries,
however slight. Unless otherwise interpreted by law, administra-
tive ruling, or court action, school jurisdictional injuries are those
occurring while students are on school property, in the school
building, on the school grounds or athletic field, on the way to ur
from school, or at school-sponsored activities away from school.

Information on accident reports should include date, time, site,
witnesses, nature and extent of injury, how accident happened,
what first aid was given and by whom, instructions given, parent
notification, and transportation supplied. It is important that
teachers and other staff members understand the importance of
these reports and the need for their being filled out accurately and
completely. Usually several copies of each report will be required.

It is recommended that schools adopt the Standard Student Acci-
dent Reporting System, of the National Safety Council. This system
has been carefully developed by educators and safety experts and
is now used extensively. It includes an individual student accident
report form (see Figure III) ; monthly accident summary forms,
one for boys and one for girls (see Figure IV); and annual stu-
dent accident summary forms for boys and girls.*

Legal Liability
Laws in regard to legal liability for negligence in relation to

accidents and emergency care differ in the various states. It is
important, therefore, that school personnel know the local status
of teachers, bus drivers, administrators, and school boards regard-
ing accidents in connection with any part of the school program,
with particular attention to such activities as field trips, trans-
portation, athletics, school safety patrols, and driver education.

Legal liability may result from not doing what should be done
or from doing what should not be -done, This 'viewpoint is well
expressed in the following statement:

Innocent as teachers and adminiStKators may individually feel themselves
to be of wrongful conduct toward their pupils, cases do aoise in which pupils
o11 their parents sue on account of injuries sustained by pupils while under
schcol control. Every person has. a right to freedom from bodily injury,
intultionally or carelessly caused by others; yet in every human relationship

* Forms and instructions for their use can be obtained froth the. National
Safety Council, 425 North Michigan Avenue, Chicago, Illinois, 60611.



EMERGENCY SICKNESS OR INJURY 231

there is some possibility of injury. If the risk is great, the legal liability
for possible injuries should be investigated.

If a pupil is injured . . . and no person with medical training is available,
the proper action to be taken by the teacher depends upon the nature of the
injury. If immediate first aid treatment seems indicated, the teacher is
obligated by his relationship to the pupil in loco parentis to do the best he
can. Only such first aid knowledge as is expected of laymen is required of
teachers in these circumstances, but every teacher should be trained in at
least the rudiments of first aid. If the injured pupil does not need immediate
attention, the teacher should await the attendance of a medically trained
person rather than attempt to do something which may leave the pupil in
worse condition. Failure to act or unwise action may lead to a charge of
negligence against the teacher.

The situation, however, is quite different if a pupil is in need of medical
treatment in the absence of an emergency such as an accident. Teachers
without medical training should not attempt medical treatment in such cases.
If they do so and act unwisely, they may be subject to a charge of
negligence.'

In general, conduct classifiable as negligence may be of two
types: (a) "an act which a reasonable man would have realized
involved an unreasonable risk of injury to others, and (b) failure
to do an act which is necessary for the protection or assistance of
another and which one is under a duty to do."

Some pupils may refuse to accept first aid because of certain
beliefs which they or their parents hold. Constitutionally, this is
within their rights. In such instances, the school should promptly
inform the parents when an emergency occurs so that responsibility
is placed upon them. Careful records of the case, attested by wit-
nesses, should be kept. Local schools should anticipate such prob-
lems and obtain legal advice in advance regarding the school's
responsibilities and powers.

Accident Insuiance Plans
The value of accident insurance to aid parents in meeting at

least part of the expense involved in obtaining treatment for in-
jured children and youth is becoming increasingly recognized. Some
families purchase insurance coverage for the entire family; many
make use of Blue Cross and -Blue Shield programs or similar types
of private insurance to help pay for hospital and medical expenses.
Optimum use of such insurance will help to assure children and
youth proper care in cases of injury.

= National Education Association, Research Division and National Commis-
sion on Safety Education. Who Is Liable for Pupil Injuries. Washington,
D.C.: the Association, 1950. pp. 4 & 25.

Ibid., p. 6.
a
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FIGURE III I STANDARD STUDENT ACCIDENT REPORT FORM

Part A. Report ALL Accidents to Students Occurring Anywhere,
Day or Night

1. Name: Home Address.

2. School. Sex. M ; F . Age. Grade or classification;__

3. Time accident occurred: Hour A M ; P M Date.

4. Place of Accident: School Building School Grounds To or from School

Home Elsewhere

IX M

t-Z
Z u.

0

Abrasion _ Fracture
Amputation Laceration

Asphyxiation. Poisoning

Bite Puncture

Bruise Scalds

Burn Scratches

Concussion Shock (el.)

Cut _ Sprain
Dislocation

Other (specify)

Abdomen Foot

Ankle
Hand

Arm Head

Back _ Knee
Chest _ Leg
Ear Mouth

Elbow _ Nose
Eye Scalp.

Face Tooth

Finger Wrist

Other (specify)

DESCRIPTION OF THE ACCIDENT

How did accident happen? What was student doing?

Where was student? List specifically unsafe acts and

unsafe conditions existing. Specify any tool, machine

or equipment involved

6. Degree of Injury: Death Permanent Impairment Temporary Disability Nondisabling

7. Total number of days lost from school: (To be filled in when student returns to school)

Part B. Additional Information on School Jurisdiction Accidents

8. Teacher in charge when accident occurred (Enter name)

Present at scene of accident: No:-- Yes
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FIGURE InContinued

9.

z
QF
in z

First-aid treatment

Sent to school nurse

SPr. 7. home

sent to ;.ty:ician

Sent to hospital

By (Name):

By (Name)

By (Name):

By (Name):

Physician's Name:

____ By (Name):

Name of hospital:

10. Was a parent or other individual notified? No: Yes:_._ When

Name of individual notified.

By whom? (Enter name):

11. Witnesses: 1. Name.

2. Name:

How.

Address:

Address:

12. Specify Activity Specify Activity
Athletic field Locker

Auditorium Pool

Cafeteria Sch. grounds

Classroom --shop
Corridor Showers

Dressing room Stairs

Gymnasium Toilets and

Home Econ. washrooms

Laboratories Other (specify)

Remarks

What recommendations do you

have for preventing other acci-

dents of this type?

Signed:. Principal: Teacher:

(National Safety CouncilForm School 1) Printed in U.S.A. Stock No. 429.21
Rep. 100M76102

Please Read Carefully Instructions Fill in Completely

A. Use Part A of the form to report any accident to a student at any place (home, school or elsewhere) any
time of the day or night.

B. Use Part B of the form to report additional information about accidents to students while under school
jurisdiction.

Place an "X" in the boX at the upper right-hand of the form for an a '.'dent sufficiently serious to require
a doctor's care or to keep a child out of school one-half day or Only such accidents should be

included in your annual summary to the National Safety Council.

IMPORTANT: In order that maximum use be made of accident reports, it is essential that the accident be
'described in sufficient detail to show the unsafe acts and unsafe conditions existing when the accident
occurred. The description should answer such questions as: What was the student doing at the time of the-
accident? (Playing tag or football, operating lathe, cutting. lawn, etc.) Was he using any, apparatus,

machine, vehicle, tool or erldi pment? How was he using it? Would it have been safer to do it some other way?
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F!,2,URE IV STUD7NT ACCIDENT SUIlliMARY FORM

form for MALE STUDENTS School System City and State

Month of
No. of school days .

in above month

Year

(There were --accidental deaths this monthl)

CLASSIFICATION

ACCIOENTS

All
Gtrvdes

STUDENT. ACCIDENTS BY GRADE f Day71
Lsst

n

[1st 2n1 3rd 425 510 I 610 ( Eth .313 20th it 32t2 On- AltGrade t Grate Grade Grade E Grade 1 Grade Grade I Grade Grade Grade Grade -class. I nrar,r,
I .1 I I

at:ci.,,ents
flum

azeiderits

ENROLLMENTS & DAYS LOST

I

SCHOOL JURISDICTION ACCIDENTS
.-.,,, Schcm Jxissiation;,....d L_

A. shoes and Ltd.
I F .

I I.. I.dlrlt:,.n.:
l I I, .

r I Ir. :e
I I I I I I..11':, :1 :ro.:-.,CE) I l I --I' --- I I-' ........ Ind-arts- . I

.. I.. I-
I : I-- ',..,

I
..

. , 1 I
,
,. ,... _.'1.2r shops

1 I : L___ I t::. 2,.:0:ni:C,:i:e;31 t
I ;

s

In..4:,-.1.;orisms 2na classrooms
1 I I

I:4. 1..:stsl..red.rns- .

I - .I I 'I- I -ts: Cd!r:::drs
I

I I:5. .:.::s:s i rdam .5 corridor)
1 '1 I i I:7. 3;s:its .as,! stairways (ir.sidel I 1

': I I I i13..Teiiats and washrooms I I 119. Other . 1 r IT T.

C; GroundsUnarganized Activities
20. Agsata
21-921t playing
22. Saint. -a

- 23. Other'

b. GroGnds;:e.s.s.
24, Fences:&
23. ;tads L walks toutside)
2E. Cthar.

0. Physical ra:scation i
-27,-Accarar.us

20, CI::ss e'srdes .

22. Eat.staithard 0311
30. Etseballsoft .
32. Fdetballregular

- 22. 'Fseltailtouch
33. Gaskatrsall

35,- Soccer'
25. -Trsek and field-events
37. 5-similar games. .
:i8:.0tiaer a! Sited games

'

40. Snorers: /,.dressing rooms .

10n.M;u31!iillft.;TF.

hard hall.

'42. insetial!..toit-
. 44, Foolnali repirlar

45. fr,ntbalt.--th:dch
-.40; B3E.2,etea1-...'
47. Cther,-$..--,,,;

G. .Inter-Sentl'ElIc 530123 t
48.. sat.011:1=-I,ard.

13. casedalk-snit ball
52,.loata.11-r-L,regular.

- 51. lias4atuail,:,-.

Cfl

CD

r.

L2:-Track-ar,d Veld events'
or53, Othar, :.1.



Fif..--URE IVContinued

CLASSIFICATION

Sci,mal Activities

STUDENT ACCIDENTS BY GRADE IThys

lcst
All Is: , 2ne 3rd 4ih 5th Ohs -7th Sit 9th 30th- .11th :2th Ur.- . . All

Grades Wen Gra,le -Grado Crtdo Grade Grade Grade Grade Grade Grade Grade Grade Grade class, Grades

SCHOOL JURiSDICTION ACC1DENTScontinued

54. Trips or excursions
era cramatics

.50,StcCent concerts

I. Going To and From School .

(Mot. Vat.)
63. School bus'
56. Pc..)lie, carrier busr
r..rr scooter'

-2:tor mot, vet,--pedestrion .

02. at6er mot. bicycle
03, igter mot, vc1. other ViTe

I. Dellig. lo (hot Met. Vet.)
04. 6icvclenot root, vet
35. Other
35. Othor

07. 7r.:c.1 Nanschcol
Jurisdiction Accidents

NONSCHOOL JURISDICTION ACCIDENTS

level

.- Og.- ralisclictecen( level
70. Cuts cnCscratcOes"
31. 9%rns-2n;',

72. Firpacrts
73. Surer

L Scans
74,

7f. Focttall
76. Firearms
77. Winter %ports

LIGlIS.

79. (P.L,
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-Sometimes group accident insurance programs are developed
through the initiative and leadership of school personnel. These
are of different types: some are available to all pupils, while
others are limited to those who participate in interscholastic sports.
Some policies cover injuries which take place at any time in any
place; others may exclude those incurred during interscholastic
athletics unless an extra premium is paid. Because of these varia-
tions, proposed policies should be studied carefully and all inter-
ested parties fully informed of the type and extent of the coverage
they provide.

The premiums of policies are in proportion to the benefits they
provide. Usually parents pay the premium although, in the case
of pupils from needy families, the board of education may pay it.

PLANNING FOR DISASTERS

Various types of disasters may strike a school, such as fire, flood,
hurricane, tornado, earthquake, or even an enemy bomb attack.
Such emergencies call for prompt and smooth handling of large
numbers of children and youth, a goal which can be realized only
if a situation is anticipated and plans made to meet it. Frequent
rehearsals or drills are needed in order to familiarize the school
staff and pupils with the procedures to be followed.

Part of .a Community ,Program

School efforts in dealing with an emergency situation need 'co be
integrated with community-wide activities: In the present world
situation, communities must be prepared for national disasters
as well as for the emergency handling of enemy attaa-s-ily fire,
explosives, or radioactive weapons. School personnel need to work
hand-in-glove with community civil defense groups. There must
be complete understanding of the respective roles of parents,
schools, and community health, defense, and welfare organizations.

The main .diffe'rence between a disaster and day-by-day emer-
gencies is that the number of victims is greater. The first aid
measures for injured individuals are the same, but plans must be
made for the transportation of the injured to first aid stations or
hospitals, as well as the prevention of panic and maintenance
of order. Hospital personnel should be informed quickly of any
disaster involving many school children, so that they can prepare
for the care of victims.
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Leaders in every community need to develop procedures to be
followed in dealing with the unusual conditions that would result
from nuclear attack. What shelters are available? What food and
medical supplies need to be stockpiled? If a disaster occurs during
school hours, will pdpils be kept in school or sent home? Should
the school be prepared to house and feed children for many days?
Answers to these questions and many others need to be formulated
in each local community and frequently revised to meet changing
conditions. Basic information helpful in analyzing the problem
is contained in the booklet, Fallout ProtectionWhat To Know and
Do About Nuclear Attack.4

Implications for School Instruction
Instruction in civil defense measures are based on the premise

that every student should be given an opportunity, through ex-
periences in the school, to develop understandings, attitudes, and
skills which will prepare him (a) to be self-reliant, (b) to par-
ticipate in the civil defense program, and (c) to help others in an
emergency. The instruction program should help pupils learn
beforehand what they should do in time of an emergency, where
they should go, and to whom to look for guidance. It should include
sufficient practice to encourage pupils to develop desirable skills
and habits.

CARING FOR INJURED OR SICK PUPILS

Detailed instructions for giving emergency care for the many
types of injuries and sickness that may occur in schools should be
prepared locally with the assistance of the school medical advisor
or health officer, if available, and of representatives of the local
medical society. First aid procedures for injuries and sickness
are discussed and described in the First Aid Textbook, published by
the American Red Cross.'

Caring for Injuries
Those responsible for providing emergency care for injured

pupils must use good judgment in deciding the relative importance

Department of Defense, Office ,of Civil Defense. Fallout ProtectionWhat
To Knoui and Do About Nuc icor Attack.. Washington, D. C.: Government
Printing Office, 1961. 47 pp.

American Red Cross. First Aid Textbook. Fourth edition. Garden City,
N. Y.: Doubleday & Co., 1957. 241 pp.
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of various procedures. Steps to be taken in sequence are: (a)
Check for and give aid to "hurry cases" such as serious bleeding,
chemicals in the eye, asphyxiation, and poisoning. (b) Keep the,
injured person lying down and guard against chilling. (c) Give
first aid care to other injuries. Some general principles to apply
are as follows: (a) Be calm and deliberatetake your time except
for the "hurry cases." (b) Call or have someone call a physician,
giving carefully and accurately all the information he requests.
(c) Tactfully encourage and reassure the victim, letting him know
that he will be given the care he needs. (d) Keep the handling of
the victims to a minimum. (e) Splint fractured bones before the
individual is moved.

What is not done may be as important as what is done. Here
are a few suggestions: (a) Don't attempt to give liquid to an
unconscious person. (b) Don't try to arouse an unconscious per-
son. (c) Don't let a victim see a serious injury, if this can be
avoided. (d) Don't move a person with a suspected neck or spine
injury. (e) Don't apply a tourniquet unless continued direct
pressure fails to control bleeding.

Looking After a Sick Pupil

The teacher is occasionally confronted by illness in one of his
pupils and should render appropriate first aid. The symptoms and
signs may represent an episode in a long-present disease or reveal
initial evidence of a new disease.

Teachers should know of the existence of chronic disease in their
pupils, particularly conditions which may require first aid. For
example, if a pupil has diabetes, heart disease, or epilepsy, it is
only fair to the teacher, and beneficial to the pupil and his parents,
to let the teacher know of the condition.

When evidence of illness appears, the teacher must decide what
action, if any, is necessary. He should not attempt to diagnose
or to determine what the illness is or whether it will be serious.
HeadaChe, sniffles, nausea, earache, abdominal discomfort, skin
lesions, and weakness may signify either mild, transient ailments
or the onset of serious local or systemic disease. The important
consideration is that the acutely sick pupil belongs at home, not
in school.

When a pupil becomes sick, the procedures to be followed are
the same as those recommended in caring for accidents. Decision
concerning notification of parents requires judgment based on the
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pupil's statement of his feelings and the teacher's observation of
his appearance and behavior, but in case of doubt, it is best to
notify parents and have the pupil taken home.

Guides for Teachers

As guides for dealing with sick pupils, the following general
principles are suggested:

1. Give careful consideration to a pupil's statement of his feel-
ings. It is not always possible to secure objective evidence
of sickness.

2. A pupil having a fever should not remain in school. Mouth
temperature of 100°F., with or without symptoms, is suffi-
cient evidence to consider a pupil unfit for school activities.

3. A child with diarrhea should not be permitted to remain in
school.

4. Pres(;nce of abdominal discomfort not definitely explained as
menEtrual cramps may signify appendicitis or other emer-
gency condition. Parents should be notified of the pupil's
condition and urged to obtain medical attention. No food or
medi,:ation should be given.

5. Pupils with severe colds or coughs should not stay in school.
6. Sniffles, reddened eyes, sore throat, skin rashes, headache, and

abdominal pain may be signs of beginning communicable
disease. Pupils with such conditions should be sepal ated from
others immediately. (See Chapter 10, "Communicable Dis-
ease Control.")

7. Skin eruptions or rashes should be considered communicable
:Hess medical opinion to the contrary is expressed.

When the teacher is in doubt about what course of action to take,
he should consult the physician or nurse, if one is available, and
his principal or superintendent. Frequently, it is possible to con-

' fer with the parent by telephone: It is easy to seek advice but
difficult to explain indifference or procrastination if serious con-

' ditions develop.
If a parent is unable to come to the school for a sick pupil,

school personnel should see that a seriously sick pupil is accom-
panied home by a responsible adult. It may be wise to suggest tz,
the parent that a physician be asked to see a sick pupil or that

. the parent and physician decide whether the pupil should be sent
directly to a hospital.
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FIGURE V RELATIVE IMPORTANCE OF AREAS WHERE
ACCIDENTS OCCUR

SCHOOL JURISDICTION NONSCHOOL JURISDICTION

Org. games

Llnorg. games
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classrooms
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Homefalls

Recreation

Motor vehicle
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Homeother

Other

0
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the above charts indicate the relative importance in terms of accidents of various areas and activities
in school and nonschoot jurisdictions. The two charts should not be compared since reports are more com-
plete for school jurisdiction than for nonschool jurisdiction.

Reprinted from ACCIDENT FACT S, 19E2. with permission of the National Safety Council.

FIGURE VI ISEX DIFFERENCES IN ACCIDENTAL DEATHS'
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Source: National Office of Vital Statistics
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RELATED HEALTH EDUCATION

Education can be an effective force in preventing accidents and
in helping pupils learn what they should do when injury or sickness
occurs. Experiences designed !or these purposes are often included
as part of a broad, comprehei.sive program of health education.

Importance of Safety Education

Since accidents are the chief causes of death during school
agesand even in young adultsthe impbrtanc:e of giving high
priority to safety education cannot be overemphasized. Instruction
in safety can save lives. It can reduce the suffering, crippling, and
expense caused by the many million nonfatal accidents which occur
each year.

Safety education must be adapted to the varying interests and
needs of pupils at different grade levels and should involve pupils
to as full an extent as possible in analyzing the causes of various
types of accidents and in devising suggestions for accident preven-
tion. It should include study of accidents in the home, at school,
and on the street; accidents at work and at play; and accidents
caused by motor vehicles, fires, firearms, and machinery, as well as
those involving falls, poisoning, drowning, and asphyxiation.

Safety precautions should permeate all school activities. For
example, guards should be installed around power saws and other
machinery, goggles should be worn when there is a possibility of
flying particles, and pupils should be instructed in regard to the.
safe use of chemicals.

The relationship between emotions and accidents. may Well be
included in instruction relating to safety. A group which discussed
this subject at the Sixth National Conference on Physicians and
Schools reported: "While there are some persons who have an
undue number of accidents caused by some serious emotional or.
mental problems, more important as a cause of accidents is
lack of emotional control by the normal prison. Thus all of us dur-
ing periods of anger, depression or preoccupation are more likely
to have accidents than at other times." 6

The subject of safety was discussed at a recent meeting of the
Joint Committee on Health Problems in Education of the National
Education Association and American Nadical Association. Recog-
nizing accidents as hazards to life and limb in all parts of the

° American Medical Association. Report of the Sixth National Conference on
Physicians and Schools. Chfcago: the Association, 1957. p. 65.
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country, the Committee adopted a resolution, a part of which fol-
lows:

The safety program in the schools should be developed in close correlation
with and be a part of the community program, in order that it include the
safety of children in the school, in the home and in their community. While
it should be a vital part of the curriculum, its educational aspects should be
directed toward pupils, school personnel and parents. Constant care must
be taken to present facts in such a way as to prevent rather than cause panic
and to maintain healthy emotional attitudes among pupils and personnel in
emergency situations. In order that the program be adapted to the hazards
peculiar to the local situation, it should include a continuing study of unsafe
acts and unsafe conditions, and their elimination in the school. This includes
the routine inspection against fire, explosion, structural failure, etc., by the
proper authorities. Attention is called to the i mportance of conscientious
accident reporting in schools as being promoted by the National Safety Council.

The resolution also calls attention to certain facets of a compre-
hensive safety program that the Committee feels are of primary
importance. It points out the need of each school system for a
skilled safety coordinator. It expresses the view that playground
activities should be supervised. The need for driver education is
stated. The resolution suggests that local medical and dental socie-
ties help plan programs to insure prompt and adequate medical and
dental services.

Teaching About Emergencies
All pupils should receive instruction relating to the care of the

sick or injured in time of emergency. There will be limitations, of
course, depending on age, but even the youngest should receive some
instruction. By the time a pupil reaches junior high school he
should be reasonably skilled in first aid; at the time he is ready for
graduation he should be well qualified in first aid as well as in
various aspects of home care of the sick.

Instruction in first aid and home care of the sick should be in-
tegral parts of the health education program of junior and senior
high schools. They should be given an appropriate amount of time in
health courses but should not crowd out other important health
areas. The instruction should include discussion of the school's
program for handling emergencies.

At the time of an accident or sudden illness or while the incident
is still fresh in pupils'. minds, there should be class discussion of
what occurred. All aspects of the injury or illness may he con-
sidered, while avoiding embarrassment of the pupil involved. Care
should be taken not to arouse undue fears, particularly on the part
of young children.
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Student interest will be revealed by their questions. What caused
the accident? How could it have been prevented? What care was
given? Why is it necessary in some .instances to see one's doctor?
These questions should be answered as fully as the age of pupils
warrants and should be utilized to extend and expand pupils' under-
standing of health and the precautions necessary to guard it.

By instructing pupils In safety and first aid, schools can help to
reduce the present startling toll of accidental deaths and injuries
and can help children and youth develop the understandings and
skills that are needed to administer first aid.

FOR FURTHER READING

AMERICAN MEDICAL ASSOCIATION. Report of the Sixth National
Conference on Physicians and Schools. Chicago: the Association,
1957. 150 pp.
AMERICAN RED CROSS. First,Aid Textbook. Fourth edition, New
York: Doubleday and Co., 1957, 241 pp.
KIGIN, DENIS J. Teacher Liability in SchoolShop Accidents. Ann
Arbor, Mich.: Prakken Publications, 1963. 128 pp.
LOS ANGELES CITY SCHOOLS.. Report of Accidents to Pupils and
Employees A Comparative Study. Los Angeles: Division of In-.
structional Services, 19.61. 59 pp.
NATIONAL EDUCATION. ASSOCIATION, NATIONAL COMMISSION ON

-SAFETY EDIJOATION. Checklist. of Safety- and. Safety Education in
Your School. Washingtbn;: D. C.: the ASSociation, 1953. 48 pp:
NATIONAL EDUCATION: ASSOCIATION, RESEARCH DIVISION AND NA-
TIONAL COMMISSION ON." SAFETY EDUCATION'. Who is Liable for
Pupil Injuries. Washington, D. C.: the Association, 1950. 32 pp.
NATIONAL SAFETY COUNCIL. Accident Facts. Chicago: the Coun
cil. Published annually.
SAFETY EDUCATION. Series of articles, "Preparing for DiSa-sters."
Safety Education XLI: 8; April 1962.
YOST, CHARLES PETER. Teaching Safety in the Elementary Schools.
Washington, D.C.: American Association, for Health, Physical
Education, and Recreation, a department of the National.Eclucation
Association, 1962. 32 pp.





Chapter

SerVices Related to
Environmental Sanitation

The health of F.d tilts and children is influenced by the environ-
ment in which they live, work, and play. The school environment,
both physical and emotional, affects the health, comfort, and work-
ing efficiency of teachers and pupils. Although health service
personnel frequently have responsibilities related to school environ-
mental sanitation, they alone cannot provide a healthful environ-
ment. Teachers, administrators, members of the board of education,
school health personnel, public health engineers, sanitarlans, archi-
tects, custodians, and pupils share responsibility for environmental
conditions.

Insanitary school conditions can result in UT:: spread of numer-
ous diseases. Unsafe water supplies may ,cause the spread of such
diseases as typhoid fever and dysentery, Improper methods of food
handling and of dishwashing in school cafeterias can cause epi-
demics of food poisoning or infection. Similarly, lack of attention
to swimming pool sanitation may cause the spread of streptococcal,
viral, and other infections. Conversely, 00d' sanitation prevents
the spread of many communicable diseases. .

Over and above consideration of disease prevention, attention to
environmental conditions helps to assure thb comfort of pupils,
teachers, and other occupants of a school building. Suitable furni-
ture is desired as much for comfort..as for the prevention of pos-
tural defects; gOod light is desired more for its aid to good seeing
and its contribution to effective working conditions than for the
prevention of eye defects. Comfortable, attractive classrooms help
create an environment conducive to effective learning.

From an educational viewpoint, a sanitary environment, wI%ile
being aesthetically desirable, helps pupils to develop standards
and concepts of good sanitation. Moreover, appropriate sanitary
facilities enable them to put into practice what they learn in their
instructional programs. A POrtion of health teaching, should be
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focused on the study of school sanitary facilities and the way they
help to protect health.'

In actual practice, concern for school sanitation frequently is
combined with consideration of factors related to fire and accident
hazards and to thd provision of facilities that aid in the conduct
of a modern school program. Parents are required by law to send
children to schoOl. It follows that school authorities are both
morally and legally responsible for seeing that pupils are not un-
necessarily exposed to health and accident hazards .while at school.

SURVEYING SANITARY FACILITIES

School health services should give attention to school sanitary
conditions and facilities, and a complete detailed survey of each
school building should be made at least once a year. The findings
should be compared with those of prior years to determine what
improvements have occurred and .should also be used as a basis 'for
recommending needed changes.

Leadership Is Required
Initiation of a sanitary survey requires the time and attention

of some person who can give leadership to the project. The super-
intendent of schools should delegate this task to the best qualified
individual available and give this person the necessary time and
assistance to do the jo.b well. Wherever possible , assistance should
be obtained from the local health department.

Sanitary surveys provide the superintendent of schools and boanl
of education with specific facts concerning the sanitary conditions

facilities,which exist. Only on the basis of such informatiop
can they prepare budgets that include funds for needed improve-
ments.

Help is Available
The person responsible for school sanitation may obtain needed

assistance from many sources. He can become acquainted with the
building code of his state department of education, with the sani-
tary code of h_is state departmenCofr-health, and with local ordi-
nances and regulations. State departments of health and many local

' National Education Association .and American Medical Association, Joint
Committee on Health Problems in Education. Healthful School Living. Wash-
ington, D. C. and Chicago: the Associations, 1957. 323 pp, This publication
describes desirable proCedures for providing a healthful physical, emotional,
and social environment for pupils-and ways for utilizing the environment for
educational purposed.
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health departments employ qualified personnel who, on request, will
advise on matters of environmental sanitation: Books and reports
provide information that may be helpful, e.g., AMerican School
Buildings,' Guide for Planning School Plants," Environmental En
gineering for the School,' and 1.7ca, /MAI School Living.' Many
publications on particular problems of sanitation are available,
some of which will be mentioned later.

The. Need for Standards
With the assistance of all the resources at his command, the

individual responsible for school sanitation. should develop a set of
criteria, or standards, by which the sanitary conditions and facili-
ties of each school building may lie judged. These standards should
relate to all aspects of sanitation and reflect preSent-day concepts of
desirable sanitary practices.

SCHOOL SANITARY STANDARDS

No attempt can be made in a single chapter to list all sanitary
standards applicable to school buildings. Comments will be made,
however, on some of the more important aspects of school sanita-
tion, and references will be given to additional sources of informa-
tion. The following sanitary problems will be considered:. water
supply, sewage disposal, toilet facilities, heating and yentilation,
lighting, cafeteria sanitation, and swimming pool sanitation.

Water Supply
The water supply for a school should be safe and sufficient in

quantity to meet all normal needs of the present and the foreseeable
future. The quantity of water required will vary with the facilities
of the school. The following is a consensus based on recommenda-
tions of a number of state health and education departments and
other reference material:

. .

= American Association of School Administrators. American School Build-
ings. Twenty-Seventh Yearbook. Washington, D. C.: the Association, a
department of the Nationhl Education Association, 1948. 525 pp.

National Council on "Schoolhouse Construction. Guide for Planning School
Plants. 1958 edition. East Lansing; Mich.: The Council (Floyd G. Parker,
Michigan State University), 1958. 254 pp.

U.S. Department of Health, Education, and Welfare, Public Health Service.
Environmental Engineering for the School A Manual of Recommended Prac-
tice. Public Health Service Publication No. 856. Washington, D. C.: Govern-
ment Printing Office, 1961. 74 pp.

National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Op. cit.
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When water must be transported-2 gallons per person per. day
When water is supplied to a building equipped with water-flush fixtures,
exclusive of showers and kitchen outlets-20 gallons 'r.r person per day
When a building is fully equipped with flush fixtures, showers, and kitchen
facilities-25 gallons per person per day

In addition, provision must be made for water to be used for fire
protection. Special water needs exist in schools having swimming
pools.

Water should meet or exceed the minimum chemical and bacterio-
logical 'standards established by the United States Public Health
Service." The water, after treatment, should be free of infective
organisins and relatively clear in appearance. It should have no
objectionable taste or odor and should not have excessive amounts
of soluble mineral substances or of any chemical used in treatment.

Sources of water supply will vary with the location of the school
and local conditions. In urban and suburban communities a public
water supply system will be used. This is desirable as it eliminates
for school authorities the problems of procuring and treating water.
In rural .areas, an individual water supply system must be pro-
vided in most cases. The source of the water and the methods of
procuring and treating it should meet local and state health regula-
tions. Copies of these regulations and helpful suggestions are
usually available from state. and local health departments.

When the water supply is from other than an approved public
source, periodic analyses are:necessary to evaluate its safety. These
may be performed by either local or state health authorities. Proper
containers for use in securing samples of water, with instruc-
tions for their use, are obtainable from public health laboratories.

Plumbing Consideratians

Water supplies may be rendered unsafe by connections which,
under certain conditiOns, permit water from toilets, sewage sys-
tems, or unsafe water supplies to enter drinking water by back
siphonage from poorly designed equipment or cross :connections.7
Many well-planned and well-installed water 'supply systems have

" U.S. Department of- Health, Education, and Welfr.re, Public Health Serv-
ice. 1963 Public Health Service Drinking Water .citandards. Public Health
Service Publication No. 956. Washington, D. C.: Government Printing Office,
1962. 61 pp.

' U.S. Department of Health, Education, and Welfare, Public Health Service.
Water Supply and Plumbing Cross-Connections. Public Health Service Publi-
cation No. 957. Washington, D.C.: Government Printing Office, 1963. 69 pp.
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been contaminated unintentionally by improper repairs or additions
to the original plumbing.

Sometimes water used for fire protection but not approved for
drinking purposes is inadvertently interconnected to the drin'cing
water supply. In the cafeteria, automatic equipment sometimes' is
installed with unapproved plumbing connections. Steam tables and
mechanical, dishwashing machines may be cross-connected with the
drinking water system. The inlet to, and the drainS from, swim-.
ming pools should be checked for faulty plumbing.

Drinking fountains are frequently notorious examples of poor
plumbing.. Many drinking fountains have below-the-rim nozzles
and do not have inclined jets of water. The role of insanitary
drinking fountains in the spread of disease is an established fact.
Studies have shown a direct relationship between Oinking foun-
tains and disease and have pointed out the importance of the design,
installation, and operation of drinking fountains.

The location and height of drinking, fountains are factors re-
lated to convenience for users. The modern trend is to install a
drinking fountain in each classroom or to provide a cold water
faucet with paper cups and a paper cup dispenser. Where this is
not feasible, at least one fountain should be installed on each floor
for every 75 pupils normally using that floor. The fountains should
be of a convenient height for pupils in accordance with the follow-
ing table:

RECOMMENDED HEIGHTS FOR DRINKING FOUNTAINS

Kindergarten 23"
Grades 1- 6 28".
Grades 7 - 9 30"
Grades 10 - 12 36"

The drinking fountain should be supplied with water having
sufficient pressure to cause the jet to clear the orifice but not so
much as to cause, splashing. An adequate drain should be provided
to carry waste water away quickly. Water supplied by the fountain
should be cool.

Expert advice on drinking fountains and other plumbing features
usually is 'available from local plumbing inspectors or public health
engineers and sanitarians on the staff of local or state departments
of health.

Waste Disposal
Safe and sanitary disposal of wastes is one of the keystones of

environmental sanitation. The sewage disposal system should be
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of sufficient capacity to meet present and future needs and should
be built, operated, and maintained in accord with local and state
regulations. In communities with a public sewer system, disposal
of sewage from the school is accomplished through a connection
with the street sewer line.

In the absence of community sewers, an independent disposal
system is required. This should be designed on the bads of the
average daily water consumption and should consist of a septic
tank Or Imhoff tank and a subsurface drainage system, filter beds,
or leaching cesspools." "

The system should be designed by a sanitary or public health
engineer. It should be based upon the character of the soil as de-
termined by percolation (soil absorption) tests and the proximity
of wells, streams, and other sources of water supply. The tech-
nique of making percolation tests is described in detail in the
Manual of Septic Tank Practice published by the Public Health
Service. Most state health departments publish a painp}...let on this
subject and suggest minimum standards.

Special problems may arise if the school has science laboratories
with wastes which may contain, acids. Aeid drainage should not
be permitted to flow into a septic tank as it may kill or inactivate
the bacterial flora necessary for the digestion of sewage sludge.
It should bypass the septic tank and be carried directly into the
drainage system if it is free of, solids, or better yet, it should run
directly into a separate system. Acid-proof pipe and fittings should
be used. Some rural schools do not have running water under
pressure and hence do not get rid of their wastes by means of a
water-carried system. Satisfactory toilets for these schools are
limited to chemical toilets, pit privies, or vault privies. Most state
health departments have booklets describing the construction of
sanitary privies. Basic considerations are that they be constructed
in a manner that prevents entry of flies and rodents and prevents
the contents from draining into a well or other sources of water.
Sanitary maintenance is of utmost importance.

Attention should be given to proper garbage disposal. The Mod-
ern trend is to install garbage grinders and to dispose of ground
garbage through the sewer system. If the school is connected with

" U.S. Department of Health, Education, and Welfare, Public Health Service.
Environmental Engineering for the School. Public Health Service Publication
No. 856. Washington, D. C.: Government Printing Office, 1961. 74 pp.

U.S. Department of Health, Education, and Welfare, Public Health Service.
Manual of Septic Tank Practice. Public Health Service Publication No. 526.
Washington,' D.C.: Government Printing Office. 91 pp.
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a: community sewer system, no problem is presented except to
determine that the drain pipe is adequate in size and pitched suffi-
ciently to cause a reasonably rapid flow. However, if sewage from
the school flows to an independent system, the sludge. digestion
capacity of the septic or Imhoff tank should be determined and, if
found inadequate, additional capacity provided.

In the absence of a garbage grinder, food residues from the
cafeteria may be disposed of by local collection, burning, burying,
or other. method approved by sanitation authorities. Local collec-
tion where available is the method of choice. When garbage is in-
cinerated, care must. be taken to ensure complete combustion with
a minimum of odor or smoke. This can be accomplished by proper
firing of the incinerator with the alternate use of combustible rub-
bish and garbage augmented, if necessary, by supplementary fuel.
Garbage may be buried provided it is done in an approved manner,
that is, covered promptly with 24 inches of earth and in locations
where water supply systems will not be affected. Garbage pits
should be located at least 50 feet from any water supply or surface
body of water.

In any case, prior to disposal, garbage should be stored in clean,
.watertight containers with tight-fitting lids kept properly in place.
Garbage cans should be washed with hot water and a cleaning
agent and scrubbed with a brush each. time they are emptied. In
some schools, filled garbage cans are refrigerated while awaiting
collection to prevent the creation of odors from putrefying organic
material. Care must be taken to prevent spillage of garbage as
spillage creates a feeding and breeding area for insects and rodents.
Flies breed and feed on decaying organic material; rats flourish
when fed a regular diet of garbage.

Toilet Facilities

Clean and sanitary toilet_ rooms, conveniently located, properly
lighted and ventilated, and with adequate handwashing facilities,
are essential in the teaching and practice of good perSonal hygiene.
If a toilet room is clean, bright, well ventilated and well kept,
pupils are likely to maintain these conditions.

The location of toilet rooms is important. They should be con-
venient and readily accessible from every classroom on every floor
so that they may be used at any time with a minimum of inter-
ruption to school activities. Good ..health habits demand that the
use of toilets be on a permissive basis and not confined to certain,
periods. It is recommended that there.be separate toilet rooms for
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each sex on each floor: In newer elementary schools, small toilet
rooms adjoin kindergarten and first grade classrooms and are used
by both boys and girls, thus simulating home situations. Toilet
facilities should be provided in accordance with local plumbing codes
and recommendations of state health and education departments.
In the absence of such data, the following table may be used as
guide:

RATIO OF TOILET UNITS TO PUPILS

School Level Closets Urinals
Elementary-Girls 1 - 35

-Boys 1 - 60 1 - 30

Secondary -Girls 1 - 45
-Boys 1 -90 1 - 80

The floors and walls of toilet rooms should be a light color and
constructed of nonabsorptive materials that can be _ easily and
effectively cleaned. If floor drains are installed in toilet rooms, the
floor should be pitched to drain into them.

Equipment in toilet rooms should include shelves, hooks, and
mirrors. Shelves are needed to hold books and other articles pupils
may be carrying and hooks to hold clothing they may remove.
Mirrors, hung at a proper height and placed at convenient loca-
tions other than over the lavatories; will be used and appreciated
by both boys and girls.

Pupils need to wash their hands after using the toilet as well
as before eating. Such personal health practices require that an
adequate number of wash basins be provided, one basin to each
60 pupils. They should be installed in all toilet rooms, located be-
tween the toilets and the door, and equipPed with hot and cold run-
ning water and soap dispensers. Sanitary hand drying facilities
should be installed, such as paper towels or devices for providing
warm air at high velocity. The following table suggests the desir-
able height of wash basins for pupils of various grades: .

HEIGHT OF WASH BASINS

Kindergarten 20"
Grades 1 - 6 25"
Grades 7 - 12 30"

Water closets should be of porcelain or vitreous china with open-
front seats. From kindergarten through grade 6 the junior size
toilet fixture, which is 13" from the floor to the rim, should be
used. From grade 7 up, standard size fixtures should be used.
Urinals should be constructed of porcelain or vitreous china. Good
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maintenance of toilet rooms is essential; they should always be
clean, neat, and attractive. Supplies of soap, towels, and toilet
tissue should always be adequate.

Toilet rooms should have positive mechanical ventilation direct
to the out-of-doors to provide changes of air in accordance with
sanitary statutes. The toilet rooms should be adequately lighted at
all times. To provide good natural lighting, the glass area should
be 10 to 12 percent of the floor area.

Heating
The thermal environment of the school is important to comfort

and health. An air temperature ranging from about 68 to 72
degrees Fahrenheit is generally considered optimal for comfort and
well-being. Thermal comfort, however, is not dependent solely upon
air temperature; radiant heat, humidity, and air movement must be
considered. The amount of direct or reflected sunlight that reaches
walls and windows of rooms also affects air conditions. Then, too,
clothing and customs help to determine comfortable temperatures.
Because of these factors it is fallacious to set a standard air tem-
perature for schoolrooms without standardizing other factors af-
fecting thermal comfort.

The interplay of factors that influence an individual's reaction
to Outdoor air conditions is embodied in the publication and broad-
cast of figures indicating the "comfort index." These figures reflect
both temperature and humidity.

Schoolrooms must be kept at comfortable temperatures at all
times of occupancy. Many school buildings are heated by high tem-
perature heating units such as steam radiators and space heaters.
These devices have a large radiation factor, and pupils sitting near
them will be uncomfortably warm unless radiation shields are used.

An accurate, easily-read thermometer should be installed in every
Classroom at the level of seated pupils. It should be located away
from direct sources of heat and cold. It is good health education
to have pupils read the thermometer at intervals and make a record
of their readings, Within reason, older pupils, under -teacher super-
vision, should be permitted to adjust the temperature of the class-
room to suit their comfort.

The responsibility of providing uniform heat to schoolrooms
rests with the custodian or other person tending the stoves or
furnaces. The heating equipment of schools should be inspected
and checked on a scheduled basis to prevent major breakdowns
during the heating season.
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Ventilation
Ventilation is the process of supplying air to or removing air

from a room by natural or mechanical means and is concerned with
both the quantity and quality of air. AS-has been previously stated,
thermal comfort depends on air movement and humidity as well as
air znd radiant temperatures. Control of the former factors is the
primary reason for concern with ventilation, but good ventilation
is important also for the removal of body odors and other con-
taminants.

According to recommendations of the Committee on Atmospheric
Comfort of the American Public Health Association,'" not less than
15 cubic feet of air per minute per person should be supplied to a
room where light work is being performed. As the activity is in-
creased, the amount of air per person per minute should be raised
to 20 cubic feet. In general, the required rate of air exchange will
vary from about 10 to 30 cubic feet per minute per perSon. Ten
cubic feet of air per minute per pupil is recommended as a prac-
tical minimum of air intake under normal conditions.

Basically, schools are ventilated (a) by natural means, using
window ventilation with or without gravity exhaust, or (b) by
mechanical means, using a fan or blower to exhaust the air from
the structure. Mechanical ventilation. is essential for large 'toilet
rooms, kitchens, and auditoriums. Answers to technical questions
on ventilation may be .obtained from publications of the American
Society of Heating and Ventilating Engineers."

Effective control of humidity is limited to schools having mechan-
ical ventilating systems. Increased humidity is obtained by passing
air over pans of water which have a very large surface area, over
cloth or fiber strips which are kept wet by capillary action. or
through spray chambers. Humidification of air is of great iinpor-
tance.duying the winter months as relative humidity varies directly
with the temperature differential between the heated atmosphere
indoors and the unheated air outside. In some cases air may be
humidified to a point where condensation takes place on windows
and outside walls. This can be prevented by use of double or
storm windows and wall insulation.

" American Public Health Association, Committee on Atmospheric Comfort.
"Thermal Standards in Industry." American Journal of Public Health. Year-
book, Part H, 40: 5. New York: the Association, May 1950. pp. 131-40.

"American Society of Heating and Ventilating Engineers. Heating, Venti-
lating and Air-Conditioning Guide. New York: the Society. Published
annually.
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Humidity may be expressed in terms of relative humidity and
can be measured with a wet and dry bulb thermometer or a sling
psychrometer. Accepted standards of relative humidity are not

available, but it is generally agreed that it should Le between 20
and. 50 percent. Several investigators have noted that air-borne
bacteria die most rapidly when the relative humidity is between 40
and 60 percent. Atmospheres having relative humidities higher or
lower than these values are more favorable for the survival of air-
borne bacteria.

Air-conditioning is used in some schools, particularly in areas
which experience prolonged periods of excessive heat. An air-con-
ditioning system permits dehumidification of air, when this is 'de-
sirable, as well as positive control over temperature and air move-
ment.

Lighting
The importance of providing properly lighted and illuminated

classrooms cannot be overestimated. The problem is complex and
in some respects controversial, since standards of lighting are
steadily being revised upward. Consideration of lighting in schools
involves both artificial light .and natural light. The provision and
control of light by artificial means is generally called illumination,
while the provision and control of natural light is usually referred
to as fenestratibn.

Since natural light is most commonly used, fenestration will be
discussed first. The type, size, Iclation, and orientation of windows
is determined usually by the arch;fect, and little can be done about
these aspects once the school building has been built. Much can be
done, however, to utilize and control the natural light that enters
the windows.

One method of control is by wirdow shades. The basic prin-
ciples of shading are: (a) the con version of direct sunlight and
excessive reflected glare from outside sources into diffused or indi-
rect inside lighting and. (b) the use of the total glass area of the
window without obstruction when conditions are favorable for
direct natural lighting. Many types of window shade-3- have been
developed, and none has proved to be.coinpletely satisfactory for
every situation. The type most commonly used is the double roller
cloth shade mounted across . the middle of the window, one roll
pulling down and the other roll pulling up, and held in place with
a lock pulley. Installing shades of the proper width and placing a
metal bar in back of the space between the rollers prevents streaks
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of light from entering the room. The shades should be of a light
color and sufficiently translucent to admit diffused light frOm the
direct sun rays. They should be cleaned or replaced when they
become soiled and lose their translucent properties. An additional
shade of dark material hung from the top of the window may be
required to darken the room for motion picture or slide projection.
Shades require frequent inspection and maintenance to keep them
in operating condition. This is usually the responsibility of the cus-
todian, but the teacher has responsibility for checking the opera-
tion of shades and reporting defective 'conditions to the principal
or custodian. The teacher has the added responsibility of making
frequent adjustments as the outdoor lighting changes, a responsi-
bility he frequently shares with pupils. Many schools are designed
with high window tops to permit adequate natural lighting along
the side farthest from the window. This possibility is nullified if
the shades are drawn to the top :Alen not necessary. To get maxi-
mum use of natural light, shades should not cover the top portion
of the window, except when required to exclude direct.sunlight or
glare.

Venetian blinds properly installed may be effective in controlling
natural light, although they have both advantages and disadvan-
tages. They permit the reflection of direct sunlight to the ceiling .

for diffuse lighting. They also permit air, movement through open
windows and can be adjusted to exclude almost 100 percent of the
natural light for daytimepicture projection. Venetian blinds should
be installed in such manner that when pulled up they. do not ob-
struct the uppermost portion of the glass area of the window. They
are expensive to install and maintain as they must be cleaned fre-
quently to Obtain maximum reflectivity. A dirty, dusty venetian
blind will not reflect much light to the ceiling. Other disadvantages
are the tendency of rope pulls, to break and of slats to get stuck
when the blind is not handled carefully.

Artificial illumination is a requirement of all schoolrooms to
supplement daylight on dull days, to maintain evenly:balanced il-
lumination, and to provide lighting for night use. Concern for
artificial. light includes attention to quality as well as quantity and
to the relationships of lighted surfaces to one another. Standards
for lighting of schoolrooms are constantly being revised as knowl-
edge concerning light and the reactions of eyes to light increases.
The Illuminating Engineering Society'2 and several other organiza-

'American Institute of Architects, Illuminating Engineering Society, and
National Council on Schoolhouse Construction. American. Standard Guide for
Lighting. New York: Illuminating Engineer' ng Society, 1962. 40 pp.

.tional Education Association
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tions have published standards for school lighting. The tendency
has been to increase the intensity. of illuminated areas and other
areas within the visual field. Sight is influenced by brightness dif-
ferences. The brightness balance and brightness differences of
schoolrooms are determined in part by the type of artificial illumi-
nation used and the color and finish of interior surfaces.

Desirable amounts of illumination, as measured in foot candles,
vary with tasks to be performed. According to the latest recom-
mendation of the Illuminating Engineering Society, 30 foot candles
of light is appropriate for reading printed material, 70 for reading
pencil writing, and up to 100 or 150 foot candles for such tasks as
drafting, sewing,' and lip reading." Brightness ratios should be
maintained at fairly low le vel,,, e.g., a ratio of 3 to 1 between the
seeing task and the immediately adjacent surfaces and 20 to 1 be-
tween sources of light such as windows and lighting fixtures and
the surfaces adjacent to them. Glare, which is actually an excessive
brightness ratio, must be avoided.

The type and color of paint are important in lighting. To pro-
vide soft, diffuse lighting, ceilings should be painted with a flat
white paint having a reflection factor of 85 percent, which means
that 85 .percent of the light striking it is reflected back. Glossy
finish paints should not be used. The upper portion of the walls
should be finished with.a flat paint having a reflection factor of 60
percent. The lower portion can have a factors low as 40 percent.
The floors should have a light finish, one thatRprovides 30 percent
reflection. This can be obtained by using the natural color of wood
floors. Light maple has proved to be highly satisfactory. The
practice of oiling should be discontinued as this darkens floors. Old
wood floors that have been oiled can be lightened by scrubbing with
strong soap and water and bleached if necessary. .The light finish of

whardwood floors can be preserved by using a wood filler or clear
varnish followed by a nongloss wax. Desks and other classroom
furniture should be finished in light colors so as to have a reflection
factor of about 40 percent. Desks should not be painted or var-
nished with a glossy finish. Blackboards have a very low reflection
factor, but when used with white chalk a high contrast is obtainC.
Light-colored chalkboards, on the other hand, have a higher reflec-
tion factor, about 15 to 20 percent, and are now used in many
schools. They require more illumination because the contrast of the
colored crayon and the 'chalkboard is lower. Where blackboards are
used, they should occupy a small portion of the total wall area. In

" Ibid. See Chapters IX and XI.
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old schools where extensive blackboards cover, the walls, light-
colored curtains or shades may be installed and kept drawn when
the boards are not in use.

The lighting fixtures of schoolrooms can be of many types. Some
provide direct lighting with a large portion of the light directed
downward, some are indirect with the major portion of the light
being reflected to the ceiling, and others are a combination; Regard-
less of the type of lighting, used, it is essential that it provide a
uniform distribution of shadow-free and glare-free illumination
with intensities necessary to maintain desirable brightness bal-
ances. Lighting fixtures- must be kept clean and burned-out bulbs
replaced.. This is a duty of the custodian, but cooperation from the
teacher in reporting lighting deficiencies is necessary.

Fluorescent lights are now commonly used, in school. buildings.
Although they are more expensive to install, the power cost of
fluorescent lights is less than that for incandescent lights.

For reasons of economy, the light fixtures of a classroom should
not be connected to a single switch. Multiple switches that control
the lighting fixtures in parallel lines to the windows are desirable.
This permits use of the inside row of lights without using the row
near the windows.

Cafeteria Sanitation

Problems- of 'sanitation in school cafeterias are similar to those
of any public eating establishment and relate to equipment, per-
sonal practices, and food storage and preparation."

The type of school lunch program will dictate the kind of equip-
ment to be used in preparing and serving food. Basically, provi-
sions must be made for the storage, preparation, and serving of
food and for washing and sanitizing the dishes and utensils used.

Storage facilities must be adequate to store a]] foodstuffs that
may be on hand between restocking. A good refrigerator capable
of maintaining a temperature of less than 45°F. must be available
for the storage of perishable foods. Nonperishable foods should
be stored in a clean, dry manner and should be easily accessible to
food service personnel. Food should be stored in such manner as
to discourage rodent harborage and to prevent its, use as food by
rodents. The area for preparing the food must be clean, well

" National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Health Aspects of the School
Lunch Program. Second edition. Washington, D.C. and Chicago: the Associa-
tions, 1962. 30 pp.
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lighted, well ventilated, and sufficiently large for ease in working.
Work tables should beniade of materials that are easily cleaned.

Good dishwashing facilities are important in programs of food
sanitation. Either mechanical or hand washing facilities can be
used provided they meet basic standards. Mechanical dishwashing
machines should be of approved types piped with an adequate sup-
ply of hot water for washing and with water at a temperature of
180° for the sanitizing rinse. If hand dishwashing is used, a three-
compartment sink is preferred; the first compartment for the
washing operation, the second for rinsing; and the third for sani-
tizing. The sanitizing process should be a type approved by local
and state authorities. In some areas chemical sanitizing agents are
not apprOved. After washing, utensils should be air-dried, not
wiped with towels.

Only pasteurized milk of the highest quality available should be
used, and it should be served froi-n. the original container or from
an approved type of sanitary milk dispenser. It should be fresh and
served cool. Only foodstuffs that are known to be pure and whole-
some should be served. All food should be prepared on the premises,
not in private homes. It should be consumed promptly, and leftovers
should not be kept except where there is good refrigeration.

A vital factor in food sanitation is the training of personnel in
the sanitary preparation and serving. of food. A publication by the
United States Priblic Health Service's presents a. standardized'
training program for food service personnel. This program is
adaptable to cafeteria workers in schools. Sanitary food service
is dependent to a high degree upon the human elementthe cus-
toms and work habits of people preparing and serving food. High
standards of personal health practices must be required of all food
handlers, including children who are used as cafeteria helpers.

An excellent reference on problems in food sanitation is piibi
lished by the United States Public Health Service." This lists var-
ious requirements, states reasons for them, and describes standa,ds
for satisfactory compliance with them. Laical and state health
authorities can' be helpful giving gdvice on problems -of food
sanitation and food service.

U.S. Office of Education,- Federal Security Agency, Public Health Service.
instructor's GuideSanitary Food 'Service. Washington, D.C.: Government
Printing Office, 1952. 209 pp.

" U.S. Department of Health, Education, and Welfare, Public Health Serv-
ice. Food-Service Sanitation Manual. Public Health Service Publication No.
934. Washington, D.C.: Government Printing Office, 1962. 90 pp.
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Swimming Pools

Schools with swimming pools have an additiono.1 sanitation re-
sponsibility. Swimming pools should be operated according to
standards set by the state health department or recommended by the
Ainerican Public Health Association.'; Of greatest importance is
the maintenance of free residual chlorine at a level of at least 0.4
parts per million at all, times, and a hydrogen in concentration
between 7.2 and 8.2. Expert advice on swimming pool operation is
available from every state health department. Some states run
special short courses for swimming pool operators.

The water temperature of indoor pools should not be higher than
78°F. For comfort of swimmers air temperature should be about
five degrees warmer than water temperature. The air should be
humidified if it has less than 30 percent relative humidity, as rapid
evaporation of water from the body of the bather as he leaves the
pool may cause undue cooling. On the other hand, excessive humid-
ity must be avoided as it causes condensation on the cold surfaces
of walls and ceiling. Air movement in swimming pool rooms should
be kept at a low rate.

The use of foot'oaths for swimmers is not recommended. They
often are used as inadequate substitutes for pool and locker room
"sanitation. They should be eliminated and individuals helped to
develop desirable practices in caring for their feet." They should be
taught to dry their feet thoroughly after bathing or swimming,
using a foot powder ifinecessary.*

Every person using a swimming poolsharld follow recommended
health practices. A shower in the nude, with hot water and soap;
should be taken before entering the pool. Girls should use bathing
cap:., and the use of their own suits should be prohibited. Swim-
ming suits should be provided and washed and sterilized after use.i°

" American Public Health Association. Recommended Practice for Design,
Equipment and Operation. of Swimming Pools and Other Public Bathing
Places. 10th edition. New York: the 'Association, 1067. 60 pp.

"National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Answers to Health Questions in
Physical Education. Washington, D.C, and Chicago: the Associations, 1959.
22 pp.

See section on Epidermophytosis in this book, Chapter 13, "Health Services
in Physical Education t..nd Athletics."

"For additional information on sanitation problems relating to physi6al
education, see NEA-AMA Joint Committee publication Healthful School Living,
Chapter 12, "The Environment for Physical Education."
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HOUSEKEEPING PROCEDURES

Adequate sanitary facilities are essential but good housekeeping
is equally important. The school building that is clean, neat, and
attractive helps pupils develop concepts of good housekeeping stan-
dards.2".

The Custodian and the Teacher
To the custodian is delegated responsibility for maintaining a

school building in. a state of cleanliness, orderliness, and good re-
pair, but he cannot do the job alone. He must have the cooperation
and understanding of the teacher, the pupils, and the school board.
The teacher must inform the custodian of environmental needs of
pupils. The pupils must assist in keeping the school building and
grounds reasonably clean. It is asking quite a' bit of a custodian
to clean up the litter of untidy teachers and pApils. Effective
teachers will. use the need for pupils to help keep the building and
grounds neat and tidy as an opportunity for constructive health
education, stressing the value of cleanliness, safety, v.ricl orderliness
in the lives of pupils. Every teacher must understand the custo-
dian's problernS and what he is trying to do, just as the latter must
understand the teacher's position and his problem.

School Board Responsibilities
The school board must provide the necessary tools, equipment,

and supplies needed by the custodian. It is also responsible for pro-
viding assistants to accomplish required housekeeping chores. The.
school board should develop an understanding of the problems of
cleaning and maintaining the school structure. In order to have the
job done properly the school board should employ custodians who
are sufficiently skilled to perform the many technical tasks required
in operating and .maintaining a modern school plant. In parts of
the country training courses are conducted to provide custodians
with the knowledge needed and to train them to do a better and
more effective job.

An efficient custodian plans and organizes his work. Certain jobs
must be done daily, others weekly, and some at less frequent nter-
vals. The checking of automatic and operating equipment must be
scheduled. Frequently a check list is helpful in planning work and
following it up to ensure completion. To assist the custodian in his
work; publications on maintaining equipment often may be ob-

" Ibid. See Chapter 6, "School Housekeeping."
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tained 'from manufacturers. A helpful reference on school house-
keeping procedures is The School Custodian's Housekeeping Hand-
book."

Teamwork Brings Results

The maintenance of a sanitary school environment is the joint
responsibility of many individuals acting and working in coopera-
tion with one another. The teacher must understand the principles
of school sanitation and assume his responsibilities in providing a
healthful environment. Pupils should acquire a knowledge of sani-
tary practices and help to maintain conditions that exemplify the
highest standards. The school board must appreciate the impor-
tance of sanitary water supply -and waste disposal, effective light-
ing and ventilation, heating, the.value of a clean cafeteria, and all
other factors that comprise school sanitation. Health departments,
both local and state, have skilled personnel that can provide infor-
mation and assistance in attaining and maintaining high levels of
school sanitation.
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Chapter

Health Services
in Physical Education
and Athletics

Physical education, an integral part of the modern school cur-
riculum, makes use of a wide variety of activities. At different age
levels physical education includes some or all of the following:
informal play; tests of physical strength, skill, or endurance;
rhythmic activities; swimming; organized games; body-building
exercises; self-testing activities; athletic contests: and various
forms of physical recreation activities. Participation in these
activities involves the total individual, not just his muscles and
bones. Teachers of physical education are concerned not only with
pupils' physical development but also with their mental, emotional,
and social development.

Physical education serves numerous purposes. Participation in
physical activities contributes to pupils' personal health, to their
feelings of well-being, and to their emotional stability. In physical'
education programs pupils learn how to react to other children
ajid youth. Moreover, they learn recreational skills which they
can use out of school and throughout the rest of their. lives.

From an organizational viewpoint there are three parts of a
school physical education program.' The first part is basic class
instruction in physical sktIls. This basic prow- zm is supplemented
by intramural athletic activities, which constitute the second part.
A third part, interscholastic athletic, competition, is provided pri-
marily for secondary school boys. The term. physical education
applies to .activities in all these parts of the program and regard-
less of whether they are carried on in a gymnasium, ,swimming
pool, playground,. or athletic field. .

If the potential values of participation' in vigorous activity are
to be realized and detrimental effects are to be avoided, attention
must be given to health. The results of health appraial need to be
used in classifYing pupils for .physical education and in checking
their fitness for strenuous competition. Precautions need to be
taken to. minimize accident hazards and to care for those who

terwan Association for Health,
ysical Education, and Recreation
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become injured. Numerous other health factors need attention,
a number of which will be discussed later.

All health services described in previous chapters have applica-
tion to physical education and recreational activities. Certain
services, however, because of their unusual pertinence to the
physical education program, will be elaborated upon further here.

CLASSIFICt (ION FOR PHYSICAL EDUCATION

Classification of pupils for physical education requires that
attention be given to age, weight, sex, degree of maturity, interests,
strength, skills, and health condition. It requires cooperative
action by the physician and physical education personnel; neither
can do the job alone. The results of medical examinations are
important factors in classifying pupils for physical education but
they need to be supplemented by observation of pupils' appearance
and behavior as they engage in physical activity. The health of
those who engage in interschool sports needs to be checked as
carefully as the health of those who have recently suffered a sick-
ness or injury. Closely related is the problem of medical requests
that pupils be excused from physical education.

Medical Examinations Aid Classification
Before a pupil is permitted to participate in a vigorous activity

program, sufficient information should be obtained about his health
to assure his prow,: : ement. Such information may be obtained
from a review of the pupil's health history including the results of
previous medical examinations and other appraisal procedures as
recorded on his cumulative health card. In some cases a special
medical examination may be required. For physical education
classes and intramural programs the former procedure is cus-
tomary; for those engaging in stl.enuous interscholastic sports,
preseason medical examinations are recommended.

If the physician is to function effectively in helping to classify
pupils for physical education, he needs to understand the purposes,
goals, and procedures of the physical education program. Further-
more, good channels of communication between physicians and
physical education personnel must be established and used. As
stated at a recent conference:

All physicians ihould be informed as to just what is included in local
physical education activities, from the full program to varying degrees of
individual remedial services that may be available. . . . This communication
with physicians can be carried out on an individual basis, with the physical
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educator gradually establishing contacts with physicians through situations
involving excuses for particular children. It can also be developed at
medical society meetings during which the entire situation can be explored
with appropriate school personnel.'

The physical education teacher, the coach,. and the recreation
leader need to supplement the results of medical examinations with
observations of the appearance and behavior of pupils under their
supervision. The opportunity to observe pupils informally in locker
and shower roomsin their abbreviated gymnasium costumes
allows the physical education teacher to spot deviations from
normal that are not apparent to the classroom teacher. Pupils'
reactions to physical activity will also be observed. A pupil may
appear normal in the classroom but fatigue easily on the play-
ground. He may get along well in classroom situations but find
difficulty adjusting to other pupils in the gymnasium or on the
playing field. He may become breathless following slight exertion
or his movements may be less coordinated than usual. These con-
ditions are important and should be dealt with in the same manner
as those noted by the classroom teacher. (See the section head-
ing "Teachers' Observations" in Cnapter 3, "Appraising Pupil
Health.") The physical education teacher or coach should make
certain that those who do not appear well are referred to appro-
priate persons in accord with established health service policies.

Medical examinations and teacher observations of pupils'
appearance and behavior help in the classification of pupils, a
necessary step in adapting physical education to their needs, inter-.
ests, and capacities. Proper classification makes it possible to
provide physical education for all pupils, even the physically
handicapped.

Medical Excuses from Physical Education

The problem of medical excuses from physical education exists
in many parts of the country and involves both boys and girls in
elementary and secondary schools. Pawsat describes the problem
in these words:

During the early school years, the request for pupils to be excused from
physical education classes is usually made by the parent. This parent
frequently misinterprets the seriousness of a minor disabilifYThr feels that
a transient complaint in his child should warrant exclusion from physical

'American Medical Association. Report of the Seventh National Conference
on Physicians and Schools. Chicago: the Association, 1959. p. 97.

Hein, Fred V. "Health Classification vs. Medical Excuses from Physical
Education." Journal of School Health XXXII: 14-17; January 1962.
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education. Also, excuses may be requested by oversolicitous parents on the
basis of supposed ills resulting from participation in the program, such as
the danger of injury, digestive upsets, headaches, and colds relating to showers.

Later in the school years, the pupil himself may seek to be excused from
the prescribed course in physical education. Again, in most instances, a health
condition is given as the reason for the desired excuse. Any of a multitude
of minor or imagined ailments and disabilities may be offered by the individual
seeking this exclusion from participation. Needless to say, the majority of
these excuses are not justified in the opinion of the school stagy`:', but, very
often, the school authorities are not in a position to pass finally on the
validity of a given request. At this point, medical review and opinion are
called upon to identify the unwarranted excuse or to recognize, in the
individual under consideration, the need for some type of modified physical
education program.'

A positive approach to the classification of pupils for physical
.

education and to solving the problem of medical requests for
excuses is to have physicians categorize pupils according to the
amount of activity in wikiCh they can engage. Such categories as
the following may be used :

AUnlimited activity
ESlightly modified program
CRestricted program
DIndividual activity as prescribed by a physician
ERest in place of activity
Use of this procedure permits programs to be adapted to the

needs of each particular pupil. A large percentage of pupils will
take the regular program, but those who-are unable to do this will
have one which meets their needs.

Temporary excuses from physical education are necessary for a
variety of reasons ranging from convalescence from a severe
cold or operation to a fractured finger or sprained ankle: These
excuses are usually arranged by the teacher. The teacher's decision
to excuse or not to excuse should be based on what is best for tio
particular pupil rather than on rigid rules. The decision should
reflect' a realization that one who does not feel well often does
not enjoy physical activity and that sometimes rest can be more
helpful than exercise.

The occurrence o_ f menstruation does not necessarily exclude a
girl from physical activities. Although reasonable caution should
be observed during the early part of a period, since strenuous
activity may increase the menstrual flow, many girls continue

'Pawsat, E. H. "Classification of Pupils for Physical Education." Report
of the Seventh National. Conference on Physicians and Schools. Chicago:
American Medical Association, 1959. p. 84.

?tt Community Schools, Flint, Michigan
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normal activity with no ill effects or discomfort. Activity, by stim-
dating circulation, may have a positive effect in relieving
dysmenorrhea. Any increase in musculature of the pelvic floor
resulting from exercise has no undesirable influence on the process
of childbirth. Warm baths or showers may be taken during the
period, and even swimming in moderation is not contraindicated.
In the last analysis, the decision as to the extent of participation
in physical activity during the menstrual period should be deter-
mined by a physician on an individual basis.

When groundless requests for excuse from physical education
are numerous, an attempt should be made to determine the reasons
for them. Some pupils are overly sensitive about undressing in
front of others, especially if they differ greatly from others in
physical appearance. Girls may feel that taking a shower will
adversely affect their hair arrangements. Sothetimes it is necessary
'to review the entire physical education program since a high cor-
relation exists between the number of requests for excuses and
such factors as poor programs, inferior teaching, insufficient time,
and inadequate facilities. Ordinarily, pupils do not present unrea-
sonable requests for excuse from programs that are suitable and
satisfying.

Classification of pupils for physical education should be flexible,
subject to review when change occurs in a pupil's condition, as
when he has suffered an injury, severe respiratory infection, or
other sickness. Following a severe injury or sickness a pupil
should be seen by a physician before resuming activity either in a
physical education class program or in intraschool or interschool
athletics.

Medical Examinations for Athletes
Pupils who participate in strenuous athletics should have annual

medical examinations, preferably performed by their own phYsi
cians. Such examinations should be snp-dlemented..by keen obser-
vations on the part of the coach or teacher as the players engage
in practice or in contests. If the player does not appear well and
behave normally, he should be referred for medical examination.
The same procedure should be used for those. returninl, to activity
following sickness or injury.

Some coaches and physical education teachers have suggested
that high. school pupils who engage in several different sports
should be medically examined at the beginning. of each sports
season. This does not seem necessary if they have not been ill or
injured during the previous season. However, all players should be
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carefully observed by the coach and promptly referred for medical
attention at the first sign of any unusual condition.

PREVENTION OF INJURIES

A large proportion of school accidents occurs while pupils par-
ticipate in physical activities in the gymnasium or on the playing
field. Such accidents can be reduced through proper supervision
and instruction and through use of appropriate protective equip-
ment. Precautions against injuries are necessary in physical
education classes and also in intramural and interschool athletics.

Teacher Responsibilities

The importance of the physical education teacher or coach in
protecting pupils from injuries cannot be overemphasized. It is he
who must see that each pupil is in condition for the activities he
undertakes and that each participant receives preliminary instruc-
tion in the basic techniques of the sport in which he engages.
Technical instruction leading to skillful performance a significant
factor in lowering the incidence and severity of injuries. This
instruction should promote good sportsmanship in all activities
and discourage tactics that increase accident hazards.

The teacher or coach will give thoughtful consideration to the
scheduling of games and contests and to the preparation of pupils
for them. Injuries are more apt to occur if games are played before
pupils have had an opportunity to get into good physical condi-
tion, if practice sessions are so long that pupils become over-
fatigued, and if pupils are not given an opportunity to "warm up"
before engaging in vigorous activity.

The teacher or coach should insist that qualified officials com-
petent in dealing with children and youth are used in both intra-
mural and interschool athletic contests. Good officiating helps to
protect players from injuries.

Injuries sometimes occur because of hazards in the gymnasium
or on the playground. The teacher or coach should check playing
areas to identify such hazards as irregular surfaces or protruding
objects, and then take steps to have the hazards eliminated. Pupils
should have safe places to play.

Protective Equipment

In many physical 'education activities the use of protective
equipment should be mandatory. In baseball, the catcher should
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be required to use a mask and chest ,protector. In football, helmets,
face masks, mouth guards, and shoulder, hip, and knee pads, along
with other standard gear, should be inquired.

Protective equipment is of limited value unless it is in good
condition and properly fitted and used. The teacher or coach should
see that protective equipment fits players and should instruct them
in the use and adjustment of it so as to obtain the greatest possible
protection.

Safeguards in Physical Education
Supervision of pupils engaged in physical activities requires

that the teacher give attention to their physical condition, to the
types of activities in which they take part, to the equipment they
use, and to numerous other matters. A check list of the major
factors in the supervision of high school athletics was prepared
by the Committee on the Medical Aspects of Sports of the Americvi
Medical Association and the National Federation of State High
School Athletic Associations. The items in this check list, as
reproduced below, are applicable to all aspects of physical education
and many of them to programs in 1 Jth eIernentary and secondary
schools.

Proper conditioning helps to prevent injuries by hardening the body and
increasing resistance to fatigue.

1. Are prospective players given directions and activities for pre-season
conditioning?

2. Is there a minimum of three weeks' practice before the first game or
contest?

3. Is each player revired to warm up thoroughly prior to participation?
4. Are substitutions made without hesitation when players evidence

disability?

'Careful coaching leads to skilled performance, which lowers the incidence
of injuries.

1. Is emphasis given to safety in teaching techniques and elements of play?
2. Are injuries carefully analyzed to determine causes and to suggest

preventive, programs?
3. A re tactics discouraged that may increase the hazards and thus the

incidence of injuries?
4. Are practice periods carefully planned and of reasonable duration?
Good officiating promotes enjoyment of the game as well as the protection

of players.
1. Are players as well as coaches thoroughly- schooled in the ruies of the

game?
2. Are rules and regulations strictly enforced in practice periods as well,

in games?
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3. Are officials employed who are qualified both emotionally and technically
for their responsibility?

Right equipment and facilities serve a unique purpose in protection of
players.

1. Is the best protective equipment provided for contact sports?
2. Is careful attention given to proper fitting and adjustment of, equipment?
3. Is equipment properly maintained, and worn and outmoded items

discarded?
4. Are proper areas for play provided and ,:arefully maintained?

Adequate medical Care is a necessity in the prevention and control of
athletic injuries.

1. Is there a thorough pre-season health history and medical examination?
9.. Is a physician present at contests and readily available during practice

sessions?
3. Does the physician make the decision as to whether an athlete should

return to play following injury during games?
4. Is authority from a physician required before an athlete can return to

practice after being out of play because of disabling injury?
5. Is the care given athletes by coach or trainer limited to first aid and

medically prescribed services?'

Answers to questions\in the above check list give evidence to
the extent to which the health and safety of those engaging in
physical education are being protected. If all questions can be
answe- affirmatively, safeguards are adequate. Any negative
answer .reveals a need for improvement..

Programs for Prepubescent Boys

Efforts to prevent injuries in physical education should give
particular attention to prepubescent boys. Although the age of
pubescence varies in indiViduals, those 13 years of age and under
may ordinarily be classified as prepubescent. Their growth is
rapid; there may be disparity between the growth of bones and
the growth of muscles; they are particularly susceptible to social
pressures; they do not have the physical skills of their older
brothers; and they frequently are not aware of their physical
limitations. )3 ecause of these characteristics; many believe that
participation of boys in body-contact sports should be delayed until
they are well past puberty. The physician should Abe consulted
regarding the maturity level of individual paiticipants.

American Medical Association, Committee on the Medical Aspects of
Sports, and the National Federation of State High School Athletic Associa-
tions. Safeguarding. the Health of the High. School Athlete. Chicago: Amer-
ican Medical Association, 1961. pp. 1-4.
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The needs of prepuLescent boys can best be met by programs
of physical education in which they are helped to learn the bask
skills of many games and sports and in which they have numerous
opportunities for competition with those of comparable size, ma-
turity, and skill. Such programs should be available to all boys, not
just a few.

Opinions differ regarding the desirability of interschool com-
petition for prepubescent boys. Where such competition is pro..
vided, medical supervision should supplement that of teaclmvs and
leaders (coaches). The activities should serve educational purposes
and should be conducted with the welfare of the players as the
basic consideration and with no direct or indirect disruption of the
school academic program. The Committee on the Medical Aspects
of Sports of the American Medical Association has issued a state-
ment on athletic competition for junior high school youths that has
general applicatio n to body-contact sports.

CARING FOR INJURIES

Procedures for the care of injulies occurring in physical educa-
tion activities should be formulated for each school or school sy:i.
tem and be included in published policies relating to school health
services. The principles and procedures involved are no different
from those used in other emergencies, although the teacher or coach
may have increased responsibility because injuries may occur dur-
ing after-school hours or when pupils are away from the school
building. The incidence of injuries is particularly high in body-
contact sports.

Responsibilities of the Teacher or Coach

When a pupil becomes injured during a physical education class
or while taking part in an athletic contest, dither intramural or
interschool, the teacher or coach should administer first aid. Every
teacher and coach should be prepared to render

to
service and

should be familiar with school policies relating to emergency. care.
Moreover, they should keep up to date on first aid proceddres.

If the accident is serious, it is the instructor's or coach's respon-
sibility to see that the injured person is placed under the care of a
physician as soon as possible following administration of first aid.

American ."-,dical Association, Committee on the Med'cal Aspects of
Sports. Tackl. ootball in Junior High School. Chicago: the Issociation, 1959.
3 pp. Mimeo.)
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If a physiCian or nurse is present whe- an. accident occurs, this
person should take charge; but otherwise any qualified member of
the school staff may administer first aid.

As stated in a previouS chapter (Chapter 11,. "Caring for Emer-
gency Sickness or Injury") , each pupil's health record should
contain the name of his family physician, hospital preference, and
the home and place-of-work telephone numbers of 'both parents
or of a relative who may be called in case of a serious accident. It
is also desirable to have on file for each pupil a statement sigmd
by a parent giving permission for prudent action by school per-
sonnel in cases of extreme. eniergency. This information should be
readily accessible regardless-of the time of day or the place where
an accident occurs.

Although local policies and .procedures may vary in details, the
'following suggestions represent basic measures to assure proper
care for injured. pupils :

1. Adininister first aid.
2. ,Advise the parents or guardian about the pupil's accident.

Inform them of the care he needs and find out whether they
will come to him or prefer that he be taken home, to a physi,.
cian's office, or to a hospital.

3. If the parents cannot be reached, communicate with the pupil's
family phySician and obtain his advice. .

4, .If neither a parent nor the family, physician can be reached,
summon a physician or arrange for the injured pupil to be taken
to a hOspital mi. to a physician's office for emerge7.cy care.

When the injured pupil has been placed under proper medical
care; one major responsibility has. been dis,..-iazged. There remains
the moral obligation to. maintain interest in the child or youth
through communications with the parents. Such a procedure
promotes good public relations and also provides a means of assur-
ing that the injured pupil receives the care he needs.

Obviously, all individuals in charge of strenuous physical activ-
ities as well as other school personnel should. have a thorough
knowledge of the liability _laws of their state. These vary, although
usually there is no liability except in cases of, negligence. Reason-
able and prudent action normally is the criterion for determining
whether negligence occurred. Many teachers find it desirable to
obtain liability insurance to, protect them from financial loss due to
negligence.

Teachers and coaches should be familiar with local rules, regula-
tions, or policies regarding the payment of physician's bills and

f
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hospital charges. In most cases, the school's legal responsibility
ceases when first aid has been administered and the pupil placed
in the hands of a parent. It is the responsibility of the parent to
pay for medical care. The question of parent responsibility should
be covered in school policy statements and should be interpreted
to parents.

Teachers and coaches should also be familiar with accident insur-
ance policies which may help to reimburse parentS for at least part
of the cost of medical care required by an injured child or. youth.
Teachers should know what reports of accidents should be sub-
mitted and who should Contact/ the insurance representative.

The Physician at Athletic Contests

It is becoming common practice to have a physician present at
athletic contests in which the possibility of injury is greq, such
as in football. When a physician is not present, and during practice
sessions, the teacher or coach should know how to summon a
physician if one is needed.

The physician's function is to protect the health of pupils. He
checks the condition of those who are injured; his decision that
an injured pupil should not return to a game should not be ques-
tioned by player, coach, or teacher. He administers first aid in
cases of sever injuries and suggests to parents what further
treatment is needed. He checks players' immunization status,
making sure that each one has been protected against tetanus.

The physician who serves as Medical advisor to an athletic team
will not ordinarily provide treatment, other than immediate first
aid, for players who become sick or 'injured. Care, other than first
aid, should be obtained from a pupil's own physician.

A booklet prepared by the National Federation of State Ath-
letic Associations in cooperation with the American Medical
Association points out the role of the physician in 'instructii.g
teachers and coaches regarding the transportg.tion of injured
pupils. It states:

One of the responsibilities of the attending doctor is to supervise the moving
of an injured player when this is necessary. However, serious injuries may
occur in practice and sometimes in sports where injury is not generally
anticipated. At such times it may be necessary to move the injured player,
but it is usually best to do se only on a doctor's instructions.

Student managers, as WoH as coaches and other faculty members connected
with sports, should be well grounded in correct first-aid procedures, including
proper methods of transportation.

Don't be hurried into moving an ,athlete who has b9en hurt; few injuries
require breakneck speed. Particularly when there --is any suspicion of a
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neck or back injury, the game and crowd can wait. Remember the first-aid
admonition: Improper or careless methods frequently increase the, severity
of an injury and may even cause death.

In body-contact sports an inconspicuously placed stretcher is a practical
necessity. Having an established procedure to obtain needed ambulance service
is equally important.

Written step-by-step directions to follow when an injured athlete must be
moved are a protection to the school as well as the players themselves.'

Teachers and physicians working together can devise procedures
for preventing injuries in physical education and athletics and
likewise can develop appropriate measures for providing care for
the few unfortunate ones who become injured.

Physical Therapy for Athletes
Physical education teachers and coaches recognize that they are

not qualified to diagnose disorders or injuries nor to prescribe or
administer treatment. Attempts to diagnose or treat may make
them liable to suits Claiming that they are practicing medicine
without a license to do so.

If a coach feels that members of his team need physical therapy
he should see that such treatment is provided by a registered
physical therapist working under the direction of a licensed physi--
cian. In this manner the player will get the best possible treatment
and /the coach and school will be protected against legal
entanglements.

SPECIAL HEALTH PROBLEMS

In the ,! induct of physical .education and athletic programs
numerous rvoblems arise, or at least questions arise, that relate
to health ii-,atters. Pupils of ten wonder if those who Participate
in athletics need a Special diet, and newspaper articles raise ques-
tions about the use of drugs in athletics. Teachers and coaches
inquire al .irt practices relating to the use of clothing and towels
and ways ifl helping pupils avoid fungous infections of the feet.
Another pi Dblem relates to pupil participation in athletics that are
organized 'antler nonschool auspices.

Diets and Drugs
A good diet is needed by all children and youth, one that will

provide adequate amounts of protein, carbohydrate, fat, minerals,
and vitamins. Boys and girls can be helped to select a good diet by

'National Federation of State Athletic Associations in coopefation with the
Atherican Medical Association. Tips on Athletic Training I. Chicago: Amer-
ican Medical Association, 1961. p. 9.
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considering four different groups of food and the minimum num-
ber of servings of each that they need daily. The groups are:

Group ABic:ad and cereals; four or more servings of enriched or
restored bread or cereal.

Group BMilk and milk products; four or more glasses of milk. Part
of this requirement may be met by substituting cheese or ice cream for milk.

Group CMeat group; two or more servings of meat, fish, poultry, or
eggs.

Group D Fruit and vegetable group; four or more servings daily, includ-
ing one citrus fruit

Children arid 'youth engaging in vigorous sports develop good
appetites and need ample amounts of food. There is no evidence,
however, that, they need any special diet or should eat unusual
amounts of any particular food. -Furthermore, a boy or girl eating
an adequate diet will get all the vitamins he needs. Vitamin
tablets are unnecessary except as prescribed by a physician because
of a diagnosed vitamin deficiency.

use

newspapers have at times carried stories about the
use of amphetamine or other drugs to improve physical perform-
ance, the use of such svhstances is unwarranted and unethical.

The report of a committee which surveyed opinions and con-
ducted studies relating to the use of amphetamines by athletes
includes the following statements :

The present use of amphetamines as an aid to improving athletic per-
formance is apparently very small and has involved only a very few athletes.
The attitude of athletes both .amateur and professional as well as coaches,
trainers and others connected with sports activities has been for the most
part to condemn such usage.

Since the regular use of such drugs may well lead, on the basis of well-
recognized evidence from other studies of .amphetamine usage, to habituation
and to indiscriminate use thereby exposing the user to known effects of acute
and chronic toxicity, it is inadvisable on these grounds alone to employ it fof
the purpose of improving athletic performance.

* *

Therefore, in view of the fact that the use of amphetamines to improve
athletic performance is inconsistent with the practice and ideals of sports-
manship and since their repeated use may be associated with harmful effects,
the Committee strongly :condemns the prescription of these drugs for this
purpose by. physicians or their administration or use in athletics by coaches,
trainers, or participants.'

Sanitary Practices in Physical Education and Athletics
Failure to follow sanitary practices may result in the spread of

infections among pupils in a physical education class or players on

'American Medical Association. Report of the Committee on Amphetamines
and Athletes. Chicago: the ASsociation, 1959. (Mimeo.)
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an athletic team. Infections may be spread by the use of common
towels, combs, and drinking cups; wearing another person's socks,
supporter, or other clothing ; or use of unclean mats or other
equipment.

By insisting that pupils develop good sanitary practices, teachers
and coaches protect the health of children and youth. Insistence on
desirable practices should be supplemented by explanations of
the reasons for them. For example, all pupils, including
members of athletic teams, should have individual towels. They
should drink water from a Sanitary drinking fountain or use
disposable paper cups.

The use of desirable sanitary practices by a representative
athletic team may influence many people in the community. As
stated in one report ;

What could be better health education than for the rest of the students
to witness members of a team using their own marked towels during time-outs,
or wearing only scrupulously clean socks and other personal enuiprnent, or
using individual paper drinking cups during rest periods when a drinking
fountain is riot available. Think, too, of influence athletes might have
through example by remaining out of school when ill, by receiving proper
first aid for injuries, and by seeking medical attention promptly, when it is
needed.'

Showers Following Vigorous Activity

Bathing following vigorous physical activity is a practice that
should be encouraged. Children and youth should learn that vigor-
ous activity produces increased amounts of perspiration which, if
not removed by bathing, cause unpleasant body odors. Moreover, in
activities like tumbling, wrestling, and baseball, the body becomes
covered with dust and dirt, which sometimes harbor bacteria
that are capable of producing skin infections.

Judgment is needed when encouraging showers in connection
with school physical education. Showers may be required if the
activity is sufficient in intensity or duration to produce copious
perspiration and if adequate facilities are available. On the other
hand, if the activity is mild, pupils may be permitted a choice in
the matter. If showers are taken, pupils should be allowed sufficient
time to enjoy them and to dress afterward. The body should be
thoroughly dried and care should be taken to wear clothing appro-
priate to the weather. Finally, boys and girls should be advised

" National Federation of State Athletic Associations in cooperation with
the American Medical Association. Tips on Athletic Training, III. Chicago:
American Medical Association, 1961. p. 11.
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to avoid sudden abrupt changes in temperature, such as going
outdoors in cold weather immediately after warm showers in a
warm room.

Epidermophytosis

Teachers of physical education and coaches of athletics fre-
quently observe pupils with a fungous infection of the feet known
as epidermophytosis and sometimes referred to as "athlete's
foot." This condition, occurring as frequently in nonathletes as in
athletes, is a result of poor personal hygiene in susceptible indi-
viduals, particularly failure to dry the feet thoroughly after
bathing.

For many years preventive measures were based on the assump-
tion that this fungous disease resulted from walking on surfaces
contaminated with fungi. Attempts to' produce the disease, how-
ever, by deliberately exposing the feet of volunteers to a solution
containing fungi were unsuccessful. On the basis of such research
and related clinical experience it is believed that the condition of an
individual's skin is the most important factor in determining
whether he will develop fungous disease following exposure.

Pupils with fungous infections should be referred to a physician
for treatment.

The most important preventive procedure is education of pupils
regarding personal practices. They should be advised to-

1. Wash their feet carefully and thoroughly with soap and water
at regular intervals, giving particular attention to the areas
between the toes.

2. Dry the feet carefully and thoroughly, again with special
attention to the toes and areas between the toes.

3. Dust the feet with a drying powder, such as talcum.
4. Change socks frequently, particularly during warm weather.
5. Obtain prompt medical attention when signs of infection

occur.
Action based on these suggestions will help to keep the skin in
good condition.

Respiratory Infections
Misconceptions concerning colds and the effects of exercise on

one who has a cold are gradually being corrected. At one time
many Trsons thought that resistance to colds and other infectious
diseases'could be increased by exercise. Exercise increases strength
and endurance but produces no immunity to infectious'disease.
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Another misconception is that strenuous exercise enables one to
"work off" a cold. Colds are self-limited infections usually lasting
between 5 and 10 days. During this 'period the infection places an
additional burden on the body and its resources. Increased rest
is more desirable than increased activity. There is no justification
for the claim that exercise will reduce the effects of a cold.

Pupils should be encouraged to stay at home during the active
period of a told. They will be better off for doing so and will
decrease the possibility of spreading- theirLdold to others. After
they return, they may need a modified physical education program
until they have regained their usual strength and vigor.

Similar procedures should be followed in supervising the players
on an athletic team. They should be helped to realize that when a
player with a cold associates with his teammates he endangers the
health of the entire team. He should stay at home until recovered.
Then he should resume vigorous activity gradually.

Athletics Under Nonschool Auspices

School personnel responsible for physical education and
athletic programs should recognize that many pupils par-
ticipate in athletic programs under nonschool auspices. Such pro-
grams include those- organized by churches, youth organizations,
"pee wee" leagues, and other grotips. Knowledge of these activities
allows school personnel to provide activities for those who do not
participate in the activities of out-of-school groups and to prevent
some pupils from participating in too many activities.

In some instances out-of-school groups may not give appropriate
con `iteration to health and safety factors. The School's interest
and concern with this problem should be made known and appro-
priate guidance offered to community, groups.

Physical education and recreation programs under the auspices
of schools and other community groups have tremendous potential
for promoting' the health, strength, 'and, happiness of children and
youth. Realization Of these goals is faciljtated when proper atten-
tion is given to health and safety.
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Chapter

Health of
School Personnel

There is no group whose health is more important to society
than that group who make up the staffs of our various schools.
Since staff and pupil contacts occur continuously during the school
day, the health of the staff directly affects the health Of

pupils. CoMmunicable diseases may be spread from staff to pupils.
Debilitating sickness of a staff member decreases the effectiveness
of a part of the school program and prevents pupils from obtaining
full value from their school experiences. Good health is necessary
for all members of the teaching, administrative, and service, staffs,
including bus drivers, secretaries, custodians, and food handlers:

Rather than limiting attention to disease problems, a program
related to the health of school personnel should include measures
to maintain and improve staff health and welfare. A speaker at
a symposium on school personnel health raised the following
questions, the answers to which are obvious. "Shouldn't we be
more concerned with planning a positive health program for all
employees? When a community sees it has a shared responsibility
in planning a positive program for conserving valued employees,
doesn't improved pupil welfare result?"'

School concern for employee health is comparable to that of
modern commercial and industrial organizations and reflects in-
.terest . in employee welfare. It also indicates an appreciation of
the fact that good health affects favorably the competence of. an
employee.

The administration's understanding of the influence of a healthy
school staff upon the total educational program manifests itself
in 'procedures related to pre-employment health examinations,
periodic -health examinations, and measures designed to give em-
ployees feelings of security and self-respect.

1 Askey, E. Vincent. Welcoming remarks at the opening of a Symposium on
the Health of SChool Peisonnel sponsored by the American Medical Association
and American School Health Association, 1961. Available from American
Medical Association, 535 N. Dearborn St., Chicago, Illinois.
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PRE-EMPLOYMENT HEALTH EXAMINATIONS

Each prospective employee should be required to have a pre-
employment examination. Such an examination determines the
health condition of an applicant for a school position, whether
custodian or superintendent, teacher or food handler, secretary
or consultant, supervisor or bus . driver. The examination does
not guarantee good health in the future but tells the condition of
the individual at the time he is examined: Pre-employment ex'.m-
inations help to determine the fitness of individuals and often
reveal conditions that can be corrected or ameliorated by tr'atment.

Pre-employment health examinations should be comprehensive
and exacting. They may be made by the prospective employee's
own physician and dentist or by such professional persons em-
ployed by the board of education. In some instances the employing
body pays the examination cost; in other instances it is borne by
the individual.

Report Forms Are Necessary

Regardless of Whether the examination is performed by the
family physician and dentist or a school physicin and dentist, a
complete report should be submitted on a form provided by the
school. This should be developed to meet local requirements; no
single form can be expected to give satisfaction in all situations.
Study of forms already in'successful use is helpful in the develop-
ment of a useful and practical form. Sample examination forms
may be secured from state departments of health and of education
and from the American Medical Asscciation..

Results of health examinations are confidential and should be
kept in a confidential file. This is true of in-serviceexaminations as
wf:11 as of examinations made prior to employment. The entire
health record of an employee is confidential and should be avail-
able only to the school medical ,advisor, where one exists, or the
individual responsible .for. employing school personnel.

The need for medical information to be classified as confidential
was emphasized at a California conference on teacher health.
A summary of the conference contains this statement :

Another important word was confidentiality. Here we have two concerns:
to maintain the trust and confidence of the teacher, and to be able to
transmit information about the teacher to someone Who understands what
it means. It is of great importance that boards of education have on their
staff someone representing the physicians who can transmit and receive the
necessary information about .an individual teacher. Confidentiality then be-
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comes a matter of relationship in which the meaning of the information
is correctly understood and used.

In addition, we recognized the importance of the teacher's personal physician.
He has special opportunities to help the individual through health counseling
and care. As in the usual physician-patient relationship, no report of any
kind on the teacher has to go from the private physician to the district or
other agency. If we can help private physicians to understand the importance
of teacher -health, then the teacher and his personal physician can build
together for the individual's greater strength.=

Applicants for Instructional Positions
The health of instructional employees is important for the

support it gives to a good teaching personality. The effectiveness of
the teacher, whose work constantly involves human relations,
reflects his own mental and physical health. The personality of the
candidate deserves special attention by the employing officer.
The candidate's philosophy, interests, recreation, and associations
with other persons, both past and present, should be scrutinized.
At times, information will be sought from the institution where
the applicant received his preparation. The ultimate decision
of the employing officer will be influenced by such information as
well as by thc; careful estimate that a physician gives after he has
become familiar with the individual's health history, checked his
present health condition, and noted his reactions during the health
examination.

Noninstructional Personnel

A pre-employment health examination of noninstructional per-
sonnel is as. essential as for members of the teacher group.

School bus drivers are a case in point. Their-influence upon their
school-age. passengers is significant. Drivers are enclosed with
children in a relatively, restricted space for considerable periods
of time, and the possibility of infection always is present. The
hazards of the highway are magnified if the driver has physical
or mental disabilities that interfere with his ability to. operate a
motor vehicle effectively. Also, a bus driver with a personality
defect may have a more damaging effect upon the lives of
children than one whose physical health is below par.

Engineers and custodial employees are employed to add to
the qualities of cleanliness and healthfulness of the school. If thil-ir
personal health is inadequate or if they are unable to adapt them-

' California Medical Association, California Teachers Association, and Cali-
fornia State Department of Education. Report of the Conference on Teacher
Health. Sacramento: the Associations, 1960. p. 5.
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selves to the activities and events of a school, they cannot perform
their duties successfully.

School clerks and secretaries, an integral part of the school
environment, frequently come in close contact with teachers and
children. Often they give persons outside the school, through
telephone calls and interviews, the first and perhaps the principal
impression they receive of the nature and quality of the school's
operation. The sound health of clerical workers and others is re-
flected in good public relations, as well as in their work per-
formance.

Food handlers are almost always required to pass specif.7: health
examinationsand always should be so required. St,tei county,
and local health departments frequently pi;escribe the nature of
the examination. In some instances the examination is provided by
the health department; in other cases it is necessary for the school
to set its own standards and to require health examinations de-
signed to protect all concerned. Health examinations need to be
supplemented with day-by-day supervision of food handlers and
of food handling practices. For identification of individuals with
acute sickness, day-by-day supervision is of greater importance
than periodic medical examinations.

A special problem exists in lunch rooms and cafeterias staff
by volunteer and student workers. Without the cooperatiOn of
interested mothers, many schools would be unable to provide
nourishing noon lunches for children. Again,. many schools em-
ploy student helpers for peak periods of service. However, there
is no reasonable argument for excusing a food handler from a
health examination or permitting improper food handling practices
merely because work is done on a part-time basis or without wages.
The school administration is fully responsible for the school lunch
program whether the staff consists of paid or volunteer employees
and should require and pay for examinations of volunteer lunch
roomvrerkers.

Sometimes members of the noninstructional staff appear to be
in greater need of health examinations than members of the
teacher group. Maintenance employees and others. in this group
may be in a relatively high age bracket. They may live under
circumstances, which make them subject to fr'quent infections. For
members of this group, as well as for those concerned with instruc-
tion, pre-employment health examinations and ongoing health
supervision can be a means of protecting and improving health.
Medical examinations, including an x-ray, may reveal conditions
which are entirely unsuspected by the individual. Examinations
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can result in the identification of serious communicable and non-
communicable health problems and in the correction of various
impairments to health.

PERIODIC HEALTH EXAMINATIONS

Good health among school personnel depends basically upon each
individual being aware of its importance and taking intelligent
action to protect and improve it. However, the health of s-thool
employees is of interest not only to the individual employee but to
boards of education, administrators, parents, and others.

Evidence of board of education interest and concern is found
in requirements that employees obtain periodic medical examina-
tions at intervals of one, two, or three years. As stated at one
conference on employee health, "School boards require a means
of assuring themselves that their teachers have periodic health
evaluations and that such examinations are sufficiently compre-
hensive to include emotional health status. Periodic checkup should
also be used for counseling should the teacher request or require it.
The district should provide examination forms for examinations
of physical and emotional health. It should determine the required
intervals between examinations. "'

Purposes of Health Examinations

Health examinations for school personnel serve many purposes.
Some of the more important ones have been stated in these words:

To protect and promote the health and welfare of school personnel.
To assure employment of persons physically and emotionally fit.
To insure effective, sustained performance.
To assure early diagnosis and correction or adjustment of health problems.
To elicit need for accepted preventive health measures.
To protect the health and well-being of the school-aged child.
To afford opportunity for health education and guidance.
To serve as a means of screening prospective staff members.
To teach and demonstrate by example.
To ascertain the total health status of the employee.'
Regardless of periodic examination requirements, an employee

should be subject to examination at any time if, in the judgment of

' California Medical Association, California Teschers Association, and
'California State Department of Education, op. cit., p. 12.

'National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Health Examination of School
Personnel. Washington, D. C. and Chicago: the Associations, 1960. pp. 4-6.
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the' appropriate school authority, there is warrantable suspicion
of poor health.

The health examination is of value to both the individual and the
schools. It gives employees an opportunity to learn about their
health assets and liabilities. At the same time it gives the employer
a feeling of security growing out of knowledge that the individual
is fit for his job.

For an employee to consult a psychiatrist is as fitting as for
him to see a heart specialist. In physical disorders and in those
involving the mind and the emotions, early recognition is of great-
est importance. Early correction, which can result from thorough
employee health examinations, is the desired objective.

Administrative Procedures

A document prepared by the Connecticut Advisory School Health
Council and sent to each local board of education and superintend-
ent of schools by the State Commissioner. of Education and State
Commissioner of Health outlines the importance of periodic medi-
cal examinations for school personnel and then suggests procedures
which are helpful in planning programs and in assuring that the
results of examinations will be kept confidential. The document
states :

It is strongly suggested that, when a Board of Education is considering a
requirement for health examinations, the personnel should' be consulted at the
outset and invited to coo, orate in development of the policies. This can be
done through a series of conferences participated in by a board member, a
member of the administrative staff, the school system's medical advisor, the
head of the school nurses, and at least one 'representative of each group of
employees. In large systems, it may be desirable to have a representative
present from each school.

It is recommended that the form and contents of, the local medical examina-
tion be developed by a subcommittee which could include the school medical
advisor, the school nurse, the local' director af public health and representative
of physicians who practice locally.'

Suggestions regarding the confidential nature of medical find-
ings are expressed in these words:

The details of the health examination should remain confidential between
the individual and the examining physician.

Where the examining physician is somebody other than the school medical .

advisor, he should file with the school medical advisor general information

Connecticut State Department 'of Education and State Department of
Health, Connecticut Advisory School Health Council. Recommendations Re-
garding Health Examinations for School Personnel. Hartford: the Depart-
ments, 1962.
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concerning any disabilities discovered,-, whether such defects are correctable,
whether the individual is being treated for them, and what adjustments, if
any, should be made in job arrangements."

The Connecticut document contains several suggested forms for
use in the medical examination program. One is a letter to physi-
cians explaining the purposes of required examinations. Others
are a report from the examining physician to the school medical
advisor and a health certificate for the school personnel files. The
latter are shown in Figures I and II.

Procedures relating to periodic medical examinations for school
personnel need to be developed locally. Important principles which
should be given consideration include the following:

1. Representatives of various categories of school personnel,
members of the school health staff, and representatives of
the local medical society should be involved in planning the
program.

2. The procedures should be designed to be of maximum benefit
to each employee.

3. All aspects of health should receive attention.
4. Decisions should be made regarding the frequency and extent

of examinations, who should make the examinations, and
who should pay for them.

5. All school personneladministrative, instructional, and serv-
iceshould be included in the program.

A Tragic Occurrence
The experience of a midwestern community illustrates the tragic

consequences which may result from failure to check the health
condition of even one school employee. In this community all
teachers were x,Tayed for tuberculosis in the fall, but a sixth
grade teacher who joined the staff in January was not required to
furnish evidence that he was free from the disease. In April, fol-
lowing the discovery. that one of his pupils had a positive tuberculin
test, the new teacher was examined and found to have active
tuberculosis.

Tuberculin tests given to all pupils and all school personnel
produced startling results. Among all the pupils in the school
(excluding the sixth grade class) , only 3.7 percent were positive
reactors ; of the 44 pupils, in the sixth grade, 100 percent were
positive reactors.

Health authorities immediately went into action. Children and
adults with positive tuberculin tests were x-rayed. The homes of
all positive reactors were visited by a public health nurse who
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FIGURE I HEALTH EXAMINATION REPORT
For School Medical Advisor's Files

Individual's Name

Address

The health examination required
me or under my supervision and

Hearing: Excellent -
Vision: Excellent---

Date

by the Board of Education has been made by
the following are the results:

Good

Good

Adequate Poor--i
Adequate Poor

In my opinion this individual has no physical, emotional or mental dis-
ability, is free from tuberculosis and other communicable diseases, and
has no other defect which might threaten or endanger the well-being of
co-workers or pupils.

In my opinion this individual is physically and emotionally able at this
time to perform the work assigned, but has the following disabilities or
limitation. (Please indicate whether they are correctable and whether
treatment is being received.)

I would recommend modification of work program as follows:

On the basis of my examination, I feel this individual is not presently
capable of performing the work assignment for the following reason(s).

Signed: M D Address:

FIGURE II HEALTH CERTIFICATION
For School Personnel Files

Individual's Name Date-

Address

I have examined the above named individual and find him/her physically and
emotionally capable of performing the duties of the position occupied or
applied for.

Satisfactory tuberculosis test:

Tuberculin test Chest X-ray Date performed

SIGNED: M D

(address)
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explained the situation and urged that all members of the family
be checked with either a tuberculin test or a chest x-ray. After
several months the results of investigations were summarized as
foi!ows:

1 teacher with active, primary TB.
1 teacher hospitalized with active pulmonary TB.
3 students with active pulmonary TB.

16 students diagnosed as having active, primary TB and placed under
medication for at least one year.

66 students to be checked every year the rest of their lives.
6 adults to be checked every year for the rest of their lives.'

Similar occurrences have been reported from a number of other
communities, and can happen at any time and in any place. Efforts
to prevent such catastrophes should include periodic health exam-
inations for all school employees with care taken to include either
a tuberculin test or a chest x-ray.

OTHER FACTORS AFFECTING HEALTH

Various practices in school organization and administration in
fluence employee feelings of security and self-respect, in other
word's, their emotional health. Among such factors are tenure,
salaries, sick leave, retirement provisions, insurance, and
administrator-staff relationships. Although heti" h may not be the
major concern in establishing any of these practices, each has an
important bearing on employee welfare and feelings of well-being.

Tenure of Employment
A sense of security, engendered by legal tenure, bolsters the

morale of instructional perk nel. In some states, continuing con-
tract laws are in effect an provide that a teacher -who is not
notified of dismissal before a given date is considered to be ap-
pointed for the following year at an unchanged rate of salary.

Many employment situations governed by an annual-contract
procedure are comparable to those where tenure laws are in
effect_ Employees who demonstrate proficiency usually can rely on
continued employment, but some unfortunate exceptions do occur.
It is the responsibility of school administration and the public in
general to provide safeguards -against unwarranted dismissal of
capable and productive school employees.

° Taylor, L. L. "100 Per Cent Is Not Always Good." Journal of School
Health XXXII: 385; December 1962.
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Salaries and Health

School administration must provide reasonable remuneration if
qualified and competent teaching personnel is to be secured and
retained. A school nurse who feels she is underpaid can readily
find employment elsewhere. A secretary can take dictation from
a school administrator or from a businessman in another office in
the community. In noninstructional fields a broader market than
that established by the schools sets the going rate of payment.
Teachers, however, are specialists who have completed extended
periods of professional preparation. There is only one public school
system in a community.. For salary advancement a teacher can
turn only to another school system or to a field of work for which
his preparation does not especially fit him.

The current salary of a teacher is important, but equally impor-
tant is the salary to which he can look forward next year a -ad in
the years to follow. Therefore, a reallotic projected salary plan
must be given serious consideration by .7:,.chool policy makers.

A salary schedule is simply a carefi; del-Aled statement of the
policy of the board of education or other gc verning body with
respect to the remuneration of those it employs. Conditions may
cause the policy to be changed, but it is important for the policy to
be stated. It is a strong factor in building morale.

Sick-Leave Provisions

Sick leave with pay for school employees is an accepted and
desirable practice. Although sick-leave policy usually is the respon-
sibility of local boards of education, many state legislative bodies
have enacted statutes related to the subject.. The NEA Resenrch
Division study of teacher personnel practices in 1956 showed that,
of a representative sampling of 1,973 urban school systems, 98
percent indicated that sick leave with full pay was granted for
varying periods. Cumulative sick leave was provided in 91
percent of 1,927 systems reporting.'

Sick leave benefits both the employee and the pupils. The em-
ployee is encouraged to take care of his health; he does not feel
that it is necessary to drag himself to school when his condition is
such that this action would endanger his recovery from sickness.
Pupils are spared the possibility of being exposed to a communi-

National Education Association, Research Division and Department of
Classroom Teachers. Teacher Leaves of Absence. Discussion Pamphlet No.
VII. Revised edition. Washington, D. C.: the Association, 1961. Pp. 3, 5.
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cable condition or to ineffective, lackadaisical teaching, the latter
frequently characterizing the efforts of a below-par teacher.

Safeguards are necessary to prevent unscrupulous employees
from taking advantage of sick-leave provisions. Often, employees
who are absent more than a specified number of days are required
to submit evidence of their condition and of the fact that they are
receiving treatment. Individuals with frequent absences over a
period of time may be queried by health personnel to determine if
they suffer from a condition which can be ameliorated by
treatment.

For the teacher with several years of employment, cumulative
leave provisions usually are adequate. The teacher who is com-
paratively new to a school, however, may find that a long illness is
not covered by sick leave. A few schools have placed unlimited
sick leave in effect. Under this policy an employee is required to
pass a health examination annually. When illness occurs and an
employee is unable to report for duty, he so informs the official
in charge and a substitute, if needed and available, is provided at
school expense. The regular employee's salary is paid in full, but
only through the remainder of the contract year, if employed under
that form of agreement. A medical certificate may be required ;
but in smaller school systems where employees are known more
intimately, the word of an employee often is accepted.

Leave, usually amounting to five days, is often granted in cases
of death in the immediate family. The policy of allowing an em-
ployee Kmited leave on account of illness in the household is
becoming more widespread.

Insurance for Teachers
Various forms of insurance are available to teachers and other

school employees on either an individual or group basis. The
two forms most commonly used are so-called health insurance
(hospitalization, surgical coverage or medical coverage) and dis-
ability insurance.

Hospital expense insurance provides benefits to help meet the
cost of hospital confinement as well as the cost of certain ancillary
hospital services. It may be obtained from nonprofit organizations
such as Blue. Cross or through private insurance companies.
Blue Cross plans generally provide benefits in the form of
specified services rendered by a member hospital on the basis of
prior agreement with that hospital. Insurance companies offer
hospital expense insurance which provides benefits in the form of
a cash payment for each day the policyholder is hospitalized.



300 SCHOOL HEALTH SERVICES

Surgical expense and medical expense insurance plans are
designed to assist persons in financing the cost of unexpected sur-
gical and medical emergencies. Blue Shield contracts include a
list of surgiCal procedures and specify the benefits to be paid in
accordance with a schedule of allowances. Surgical expense con-
tracts offered by insurance companies are comparable in nature.
Medical expense insurance plans, obtainable either from a nonprofit
organization or from an insurance company, .vary widely in the
benefits they provide.. Many individuals obtain insurance to protect
them only in cases of serious illness or injury.

Disability insurance, as its name implies, is a form of protection
against loss of income resulting from nonoccupctional sickness or
accident. It is intended to provide an employed person with funds
during the period that his earning capacity is cut off by disability
in order to help him meet normal family expenses as well as
medical care bills.

In most states school employees are covered by workmen's com-
pensation insurance, the cost being paid by boards of education.
This insurance provides benefits to those who become injured while
engaged in their assigned duties or become sick because of condi-
tionS under which they work.

Insurance is a me _is of helping an individual meet the expenses
connected with serics sickness or injury, and thus maintain his
financial stability. E:,ch school employee should carefully evaluate
health insurance available to him on a group basis and utilize such
forms and amounts as will help meet his needs. He may then sup-
plement such protection with individually purchased insurance.
The provident teacher makes use of a reasonable amount of insur-
ance protection.

Planning for Retirement

School employees hope that when they retire they will have
money to pay for the necessities of life and have some left over
for the enjoyment of simple pleasures. The attainment of this
goal depends on many factors, some the responsibility of the
board of education and others the responsibility of the individual.

The optimum age for retirement depends on the individual.
Some persons can work effectively and with pleasure and satisfac -.
tion until they are in their seventies; others might benefit from
retirement in their early sixties. Wherever possible a flexible
procedure for determining when an employee must retire should
be adopted.
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School board responsibility includes the provision of a retirement
program. Although each state now has some kind of retirement
plan, the plans vary from state to state. The school system cr
state which does not provide a sound, well-financed retirement
program is at a disadvantage. While many retirement programs
include all school employees, noninstructional workers are not
included in some states. These employ may be covered under
a state employees' retirement plan.

Federal Social Security is availabl supplement retirement
programs for school employees if arra. ..,nents are made with the
Social Security Administration and provision is made to match
the payments employees are required to make.

Teachers- who for various reasons move from one state to
another sometimes find that they must sacrifice part Of their retire-
ment benefits because their retirement account is not transferable.
There. is a trend' toward protecting retirement benefits so that a
person leaving a state retains benefits due because of payments
made by him, by the board of education, or both.

Each individual should anticipate his retirement and plan fOr
making the necessary adjustments. He should attempt to set a.Iide
funds during his years of employment to supplement those which
he will receive from hiS retirement program, possibly through an
annuity plan. Furthermore, he needs to select ways in which he
can use his newly available free time for constructive and enjoy-
ablf. activities. Some work, volunteer or otherwise, combined with
some play and travel and some participation in community activ-
ities can make the 15 to 20 or more years following retirement a
most enjoyable period of life.

The teacher or other employee who plans intelligently for retire-
ment and knows that he will have a reasonable income .following
retirement faces the future with confidence. His outlook on life
is serene. He is a better teacher than one whose thoughts are filled
with fears and apprehensions about what will happen to him in
the future.

Teacher-Administrator Relationships

The way a school is administered has an important bearing on
the health of teachers.

While it is recognized that legal' responsibility for policy-making
decisions rests with boards of education, the advice and counsel cf
employees gives a solid base for these decisions and makes for en-
thusiastic cooperation in their implementation. Those who will
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responsible for carrying out a policy or be directly influenced by
it may reasonably expect to b a consulted as the policy is being
formed. Teachers may desirably be given opportunities to partici-
pate in the development of policies relating to such matters as the
curriculum, salary schedules, methods for reporting pupil progress
to parents, selection of textbooks, and personnel policies. Participa-
tion in policy making helps teachers tc. feel that their professional
competency is recognized and that they have an important role in
developing the total school program.

The ability to develop harmonious relationships among children
and teachers marks a professional staff which is emotionally stable.
It is also evidence of good school administration. Such relationships
are fostered by good school conditionsclasses that are not too
large, teaching loads that are equalized, and classroom interrup-
tions that are minimal in number. Teachers should be free to
relate their efforts to the needs of pupils rather than being bound
by rigid courses of study. The school can exemplify a living
democracy in which wise, friendly leaders guide their younger
associates along the difficult road to responsible, cooperative
adulthood.

The health needs of school personnel are emotional as well as
physical. Some of the emotional needs have been expressed in these
words: "Fundamental to a healthy and effective teacher is the.
human need for respect and approval by fellow-teachers, status
and recognition by supervisors, parents and other members of the
community. Only when this is achieved can we hope to find
high level wellness in the teacher; one with buoyancy and energy,
one with the ability to think clearly and to plan carefully."8 Admin-
istrative procedures can do much to meet these emotional needs
of employees.

All school employees share in the relationships which make or
break the school. Each individual may need help at some time;
the most effective help is that given at the right moment. The
school administrator who successfully adjusts relationships among
teachers and other personnel paves the way for cheerful coopera-
tion and avoids possible annoyances and disturbances.

Good relationships among school employees, the board of educa-
tion, and the community promote the emotional health of employees
and help create an effective school program. Such relationships,
coupled with sound employee health practices and measures

" McGee, Lemuel C.,' M.D. "Keeping People Well." Paper presented at a
Symposium on the Health of School Personnel sponsored by the American
Medical Association and American School Health Association, 1961.



HEALTH OF SCHOOL PERSONNEL 303

directed toward promoting feelings of security and satisfaction in
Work, are essential procedures in protecting and. maintaining em-
ployee health.
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Chapter

Administration of
School Health Services

Sound and courageous administration is essential to the suc-
cess of all parts of the school program, including school health
serviced. Effective functioning of these services requires that the
school administrator know his community, understand that the
school health program is one part of a total community herith
program, and appreciate the contributions to child health that can
be made by the schools, by various professional persons, and by
community agencies. Helpful leadership will assure that objectives
are clearly stated and that each individual's responsibility for
activities leading to their attainment is thoroughly understood.

The school administrator who gives health its deserved place
in the curriculum relates school health activities to the basic objec-
tives of education and sees that his own actions support an
important place for health in the school program. He develops an
organizational pattern for school health services and coordinates
these services with the instructional program. He sees that school
health activities are appropriately related to those of parents, the
health department, practicing physicians and dentists, and various
community organizations. On the shoulders of the administrator
rests responsibility for securing the services of necessary special
health personnel and for ascertaining their personal and profes-
sional qualifications. Other important functions of the adminis-
trator are the development of programs of evaluation and the
organization of in-service education for all concerned with school
health services. Finally, as is true for all school servic4s, the
administrator makes adequate budgetary provision for the pro-
gram, including funds needed for personnel, equipment, and
supplies.

ADMINISTRATIVE PRACTICES REFLECT CONCERN FOR HEALTH

In recent years there has been a tendency to broaden and enrich
the learning experiences of pupils and to accelerate greatly the

305
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tempo of living within the school. Outside the school, pupils
experience the impact of swiftly moving events and the uncer-
tainties and confusions of a world in conflict. Against the back-
ground of these changing conditions it is necessary that the
objectives of the school be periodically re-examined and that every
effort be made to put first things first in serving the needs of
children and youth.

There is widespread agreement that health must continue to be
a concern of the schools. This consensus is reflected in a recent
statement by the Educational Policies Commission.' In substance
this statement indicates that to accomplish the central purpose
of education, which is the development of the ability to think, the
school has an obligation to help assure certain conditions basic to
this objective. One such condition is health, since only a healthy
child can profit fully from his learning experiences and attain
optimum intellectual development.

The extent to which the health needs of children and youth are
met depends partly upon those who are responsible for school
administration. If these individuals attach high priority to health
objectives, their interest and concern will be reflected throughout
the entire school system. If they relegate health to a place of
secondary consideration and importance, their lack of concern
will inevitably be reflected in all the activities of the school and in
the interactions of teachers, parents, pupils, and others involved.

A Broad Viewpoint

The administrator who succeeds in promoting effective school
health services will be one who interprets health with considerable
vision and perspective. He will recognize that healthful living
involves more than physical well -being and will attach appropriate
importance to the social, emotional, and intellectual aspects of the
growth and development of pupils. In seeking to improve cur-
ricular practices, the health-conscious administrator will encourage
maximum flexibility to the end that learning experiences are
geared effectively to the characteristics and capacities o individual
students. Young children will be taught to read when they are
ready psychologically and physically. Secondary school students
will be encouraged to pursue a curriculum consistent with their
individual aptitudes and talents.

National Education Association and American Association of SchooLAd=
ministrators, Educational Policies Commission. The Central Purpose of
American Education. Washington, D. C.: the Commission, 1961. 21 pp.
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Human Needs and Human Relationships
Every good administrator wants his schools to operate smoothly

and efficiently. However, the administrator who is concerned with
the health of pupils will never permit desire for mechanical
efficiency to obscure human values. Classroom and building sched-
ules will not be determined in a central office and rigidly imposed
upon teachers and students. There will be sufficient flexibility in
the schedule of .daily activities to permit individuals and groups
within the school to vary and adapt their programs to meet
changing and unpredictable needs and conditions.

The administrator who seeks to avoid rigidity and regimentation
in the organization and managemenit of his school will also en-
courage consideration of health factors in arranging the programs
of individual students. Evidence of physical fitness will be required
of all pupils wh,J engage in strenuous physical education and par-
ticularly of those who compete in vigorous sports. The nature
and number of curricular and extracurricular activities in which
pupils participate will be determined insofar as is possible in accord
with individual needs, abilities, interests, and capacities. A con-
tinuing effort will be made to provide each pupil with challenging
learning opportunities that encourage optimum development- with-
out causing undue tensions, pressures, and conflicts.

The attitudes, ideals, and values that motivate the behavior of
adults who live and work with pupils play an important role in
creating a healthful school environment. The administrator who
exercises democratic leadership and achieves good human .-ctlation-
ships among teachers, parents, and other citizens of the community
contributes enormously to the health of pupils. Teachers who
experience satisfaction and security in their work tend to exhibit
warm, friendly, and gracious attitudes toward their pupils. Parents
and other citizens of the community who participate responsibly
in the activities of the school help to eliminate conflicts to which
pupils are sometimes exposed when school and community work
at cross pu,rposes.

Leadership and Planning

As the person having over-all responsibility for effective school
health services, the school administrator will seek to create an
awareness of the importance of health among school personnel and
persons in the community concerned with schools. The success of
his leadership will be determined by the extent to which health
considerations are recognized as an integral part of the total edu-
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cational program and by the extent to which health objectives are
translated into the daily living practices of pupils, teachers, and
other school personnel.

Effective organization of school health services requires intelli-
gent action. Whether the services are designed for a one-room
rural school or for the schools of a large metropolitan city, there
is need for services dealing with (a) health appraisal (including
teacher observation, hearing and vision screening, medical and
dental examination, and 'identification of mental health problems),
(b) health counseling and follow-up re_ating to all types of health
problems, (c) emergency care of injury and sickness, (d) com-
municable disease control, (e) school sanitation, and (f) health
of school personnel. Procedures related to each of these areas
have been presented in previous chapters. Application of these
procedures in a particular school or school system is facilitated by
efficient administration.

ORGANIZATION OF. SCHOOL HEALTH SERVICES

School health services are organized in different ways in the
various states. In some states the organizational pattern is the
same for all local units; in others, the patte:n may differ in various
communities. Variations may be due to ..;radition, the nature of
state statutes permitting or requiring school health services, the
philosophy underlying school administrativQ nolicies, or the per-
sonnel available in the department of education and department
of health.

Patterns of Organization
The Organization of school health services in a local school

system is best considered in relation to the total school health
program. Among the various patterns that exist, the chief differ-
ence is in the agency which employs physicians and nurses who
serve the schools.

In one type of organization, all school health activities may be
planned and conducted by employees of the board of education.
School health education and school health services may be placed
in a single administrative unit. These parts of the program may be
combined with physical education, forming a health and physical
education unit. In some instances, school health services are in a
separate unit under a director of school health services. In a few
instances, school health services are part of pupil-personnel

1
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services, an organizational division which may also include guid-
ance, psychological services, social services, and special education.
Where this type of organization exists, it is desirable that school
personnel invite the cooperation of public health personnel and the
local medical and dental professions in establishing objectives,
policies, and procedures.

In a second type of organization, health education and related
services are under the direction of school personnel whereas school
health services are a responsibility of the loCal board of health. In
such circumstances, the 'stealth department employs the physicians
and nurses who wilUvork vAth the schools. Policies, procedures,
and personnel assignments are arranged in cooperation with school
personnel.

Within recent years a third type of organization has been devel-
oped, one in which the education department and the health de-
partment jointly assume responsibility for school health services.
This type of organization, increasingly used, recognizes the interest
of both these departments in the health of children and facilitates
utilization of the resources of each department.

Successful programs of school health services are possible with
any of these organizational patterns, provided qualified leadership
and an adequate amount of service from special health personnel
are available.

Recommended Principles

It is neither possible nor desirable to prescribe a single pattern
for the organization of school health Services. The pattern for a
particular community should be developed locally with due con-
sideration to such factors as local finances, community resources,
state requirements, and local needs.

It is possible, however, to suggest principles which may be
applied in local situations. A cooperative study conducted jointly
by the Council of Chief State School Officers and the Association
of State and Territorial Health Officers resulted in the formulation
of the following principles for ti At organization and conduct of
local school health services :

1. School health services should be planned jointly by departments of educa-
tion and health with other representatives of the medical, dental, nursing and
education professions, voluntary agencies, and other groups that have a con-
tinuing interest in the health of school-age children.

2. A most important factor in a successful school health program is the
cooperative leadership by both educational and health administrators and
their mutual interest in achieving their common goals.
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3. Although an agency may be charged with a specific responsibility, the
administration of that responsibility should be the result of joint planning
with other appropriate agencies.

4. It is the responsibility of the department that first recognizes a health
problem in the school to initiate joint planning.

5. School health services should be organized so as to utilize fully the
resources of the schools, the health department, the medical, dental, and
nursing- professions, and other agencies and groups, without duplication of
facilities or services.

6. School health services should be properly related to other community
health services. This relationship requires continuing contact and joint
formulation of programs.

7. The authority and responsibility of the superintendent of schools for
all activities conducted within a school system and that of the principal or
teacher in charge of a particular school or classroom should be recognized. It
follows that all health service activities in the school should be in accord
with the school's policies; and with sound educational principles.

. 8. The health officer has authority and responsibilities in all matters that
affect the public health of the community. Since school children are one
segment of the population, his interest and responsibilities for school health
services should be recognized. Such services should be conducted in accord
with sound medical and public health practices.

D. Through planning and continuous evaluation at the local level definite
procedures should be developed. These should be followed by each agency
representative involved in performing specific school health services. Proper
understanding of his functions by each person concerned will avoid mis-
understandings that interfere with effective services.

10. All people who come in cor t with the child in the school situation and
influence the child's health, particularly the teacher, play important roles
in school health services.

11. School health services should be conducted so that the efforts of each
individual or group may be directed toward situations in which past experi-
ence and training makes possible the greatest contribution.

12. Just as the educational implications of health services should be devel-
oped under educational leadership, so should medical, dental and nursing
services be developed under medical, dental and nursing supervision.

13. Medical, nursing and other health personnel serving the schools are of
vital importance in the program and should meet thfl qualifications recom-
mended by the appropriate accreditation groups. The key to good programs is
competent personnel, regardless of the agency through which the personnel is
employed.

14. Demanding schedules and manpower shortages in both the health and
education fields make judicious use of the time of individuals in both groups
imperative. Thus, the use of specialized health personnel in performing non-
technical screening tests cannot be justified. The same principle applies to the
allocation of the nurses' time in respect to minor first aid, or the teachers'
time in clerical work and record keeping. Priorities relating to the best use
of the professional time of those involved in the school health program must
he worked out locally. These should be based upon sound principles both of
public health practice and of educational administration.
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15. There should be mutual respect for the competencies of each of the
professional personnel participating in the program, as well as understanding
of their limitations.

16. The education and health departments should each designate one person
to act as the channel of contact between the two agencies. In some cases,
upon agreement, the same person may be designated by both departments.

17. School health services should be conducted so as t) make full use of
their potentialities for health education. Conversely health education should
contribute to a better understanding of school health services by children
and their parents.

18. In order to receive maximum benefit from his educational experiences,
the child should begin school as free as possible from any health condition
that may interfere with his school progress.

19. As a basis for action, studies should be made to determine the health
needs of children, utilizing examinations, tests, observations of behavior, illness
and absence records, and other information.

20. The extent to which the health needs of children are now being met
by home, school, and community should be determined.

21. Programs for planning and action in school health services should be
consistent with the health needs of children and should take into account the
extent to which present services meet those needs.

22. The details of school health services may be given convenient labels for
purposes of identification, but the program should be organized and admin-
istered as a whole without compartmentalizing the various aspects of these
services'

Utilization of these principles in the development and conduct
of schdol health services will help to produce an effective program,
one that will justify widespread community support and result in
the greatest possible benefits to children and youth.

COORDINATING HEALTH EFFORTS

Regardless of organizational pattern, school health services
require teamwork among teachers, physicians, dentists, nurses,
psychologists, and others. They require also that the schools and
the health department work together in the interest of pupil health.
Furthermore, there must be harmonious relationships with prac-
ticing physicians and dentists. Developing cooperation and team-
work is an important administrative responsibility.

Teamwork. Within the School.
All persons who work within the school must be fully aware of

the objectives of different parts of the school health program and

Council of Chief State School Officers and Association of State and
Territorial Health Officers. Responsibilities of State Departments of Educa-
tion and Health. for School Health Services. Revised edition. Washington,
D. C.: the Council, 1959. pp. 5-8.
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of their particular responsibilities in various health service activ-
ities. The duties of the physician, for example, should be so defined
that he knows exactly what is expected of him in the area of school
sanitation, the control of communicable diseases, mental health, the
care of emergencies, health appraisal, and health counseling. He
should know what role teachers and nurses will play in 'health
appraisal, in the care of emergencies, and in the control of diseases.
Clearly defined functions help each person understand his job in
relation to the work of others.3,

In order that the teacher and nurse may work together effec-
tively,, definite policies must be established in those areas in which
the responsibilities of the one closely approach those of the other,
such as weighing and measuring, vision testing, hearing testing,
care of emergencies, health counseling, health education, and com-
municable disease control measures.

In addition to the physician and nurse operating within the
school health service program, other professional persons may be
available, such as a psychiatrist, psychologist, social worker, den-
tist, or dental hygienist. If the services of these persons are to
produce optimum benefits for children, the teacher must know
how to work cooperatively with them. The presence of such
specialists does not detract from the importance of the contribution
which can be made by the teacher. In fact, through the consultation
and guidance of such specialists; the contributions of teachers can
be augmented. This is possible, however, only when duties, oppor-
tunities, and interrelationships are clearly defined.

Teamwork among those engaged in health activities in a school
can best be achieved when responsibility for providing leadership
is definitely placed. The principal, a qualified teacher, or a nurse
may be designated as health coordinator or given the responsi-
bilities of such a position without any special designation.

A basic responsibility of the person coordinating health activities
is to establish appropriate lines of communication among various
persons concerned with school health s' vices and to arrange
pc -iodic meetings to discuss and review established policies and
procedures. Teachers need to know how they should communicate
with nurses and physicians, and physicians and nurses need to
knout' the best procedures for getting information to and from
teachers. All should know how joint conferences may be arranged.

National Conference for Cooperation in Health Education. The School
Administrator, Physician, and Nurse in the School Health Program. School
Health Monograph No. 13. New York: Metropolitan Life Insurance Co., 1950.
56 pp.
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It is important that the principal or other person responsible for
coordination arrange periodic meetings of all persons concerned
with .school health services. These should be a planned part of
in-service education.

At staff meetings consideration can be given to progmss made
and problems encountered. Attention can be devoted, as needed,
to replanning parts of the prograin that may be subject to improve-
ment. Continuing evaluation of the school health program includ-
ing school health services should be another assignment of the
health team working cooperatively.

Cooperation Between School Personnel
and Practicing Phrsicians and Dentists

The effectiveness of school health services, particufarly of health
appraisal and the follow-up of health problems, is directly related
to the understanding and cooperation of the medical and dental
practitioners of a community, for they alone can provide the
necessary diagnosis and treatment. The trend toward having
pupils obtain periodic examinations from their own physicians
and dentists accentuates the need for helping these persons and

personnel to understand their respective fields of activity
and the relationships that exist between them.

Cooperation of practicing physicians and dentists is generally
improved when they have an appropriate part in formulating the
policies and deciding upon the practices involved in the school
health program and when they are kept informed as to the needs,
objectives, and basic philosophy underlying school activities.

In instances where there has been no provision for cooperation
between the school and private practitioners, school officials have
sometimes felt that these persons were not interested in school
health problems ; and conversely, in these circumstances, practicing
physicians and dentists have been inclined to feel that school
officials were attempting to dictate the manner in which they
should practice medicine and dentistry. Discussion of these differ-
ences almost always reveals that both groups have been mistaken
in their assumptions and that all are working toward similar goals.

Basic to the development of proper relationships is the realiza-
tion that the primary function of the school is education; that the
school is not a health center or a diagnostic clinic. It is universally
recognized that the school child's health is primarily the respon-
sibility of the parent, and that the parent carries out this charge
with the cooperation and assistance of the practicing physician and
dentist.
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Where there is cooperative policy making and widespread under-
standing of school objectives and procedures, friendly and mutually
beneficial relationships between school personnel and private prac-
titioners can usually be developed. Under such conditions each
group recognizes the role of the other and respects the contribution
it can make to child health. Written policies jointly agreed upon
are a. practical aid to developing satisfying relationships,

Practicing physicians and dentists in many states and local
communities have exhibited real interest in helping schools develop
programs of health services and health education. Studies con-
ducted by the American Medical Association show that many
physicians now serve on school health committees.4 The biennial
National Conferences on Physicians and Schools, attended by physi-
cians representing state medical associations and delegates named
by state health and education agencies, have demonstrated the
willingness of the practicing physician to unite with others to
devise effective ways for protecting and improving the health of
school children." Comparable conferences arranged at the state
and local level can do much to increase understanding and coopera-
tion. Such conferences have been conducted in man

y
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in many local communities. The school administrator
of school health may appropriately take leadership in promoting
periodic conferences of this nature.

In a number of states, through the leadership of the school
health committee of the state medical society, the state department
of education, or the state health department, meetings of local
school officials with local medical societies and local health depart-
ment representatives have been arranged. As a result, many
problems of mutual interest have been solved and better under-
standing achieved. Also, the groundwork has been developed for
future cooperative action.

Schools and Health Departments Join Forces
Two official agencies, the school and the health department, are

vitally concerned with the health of children and youth. Their
interest is both legal and moral in nature. A resolution of the
Joint Committee on Health Problems in Education of the NEA-
AMA, still as significant as at the time of its adoption, expresses

'American Medical Association. Survey Reports of School Health Activities
of State Medical Associations. Chicago: Department of Heati, Ethication,
American Medical Association. Published biennially, 1955-63.

'American Medical Association. Physicians and Schools. Reports of the
Biennial Conferences. Chicago: the Association (alternate years), 1941-63.
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the interest?. (,,f these agencies and the need for their cooperation in
these words:

Educatinn departments and health- departments have important contribu-
.ticms to n ake to health services for children and youth of school age. Educa-
tion depa :tments have intimate knowledge of children as a result of daily
contact a ad observation, and an understanding of the part health services
play in tne total educational experiences of each child. Health departments
have accurate knowledge of the health problems and resources of the com-
munity as they affect children of all ages and their families. Both depart-
ments have persomel whose skills are needed in the solution of school health
problems.'

In recent years certain developments have caused the paths of
educational systems and health departments to run in parallel
directions. Perhaps the most important of these developments is
a change in educational philosophy. No longer does the school exist
for the sole purpose of teaching specific facts; the present concept
.of education requires that the school concern itself with normal
growth and development, measurement of aptitudes and "capacities,
and the relationships of physical and mental health.

With these broadening interests of education, there comes a
realization of the importance of family and community influences
upon child health. At the same time, health departments recognize
that the school is concerned with most of the problems with which
the departments are confronted. Thus, it becomes apparent that
the health of the school child cannot be separated from the health
status of the entire community in which he lives. School and health
department personnel are increasingly aware that each has much
to gain from closer working relationships with the other.

Fundamental to a successful school health service program is
recognition of the importance of cooperative leadership from the
health department and the department of education. Obviously,
when both departments are aware of each other's programs and
activities, they can more readily work together and complement
and supplement each other's efforts.

Value of School Health COuncils

A school health council, ?,ehool health committee, or other type of
advisory group affords opportunities for widespread discussion
of school health problems and for the use of democratic procedures

° National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. "Resolution on Administration
of School Health Services." Journal of Health and Physical Education 19: 658;
December 1948.
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in establishing school health policies and responsibilities. Such
groups may be organized .on a state-wide basis, for a community
school system, or for an individual sP),cr.)1. They provide a means
of developing interprofessional and interagency understanding and
cooperation.

At the state level, a school health council can effectively inte-
grate the leadership for school health services provided by state
departments of health and education. A national committee that
included representatives from state departments of education and
health prepared the following suggestions for the organization and
conduct of a state level school health council :

1. The committee should be composed of representatives from the recog-
nized health-serving professions and agencies. Laymen who represent the
interests of the general public should also be included.

2. Each group should select its own representative. The committee should
provide the machinery for selecting appropriate lay representatives.

3. The committee should meet on a regular schedule with well established
agenda.

4. The committee should have appropriate officers and the necessary sub-
committees for effective functioning.

5. There should be a policy statement to guide the committee which sets' forth
the scope and limitations of its functions.

6. It is appropriate for state departments of health and education, either
jointly or singly, to encourage the organization of a school health committee.
Neither of the departments, however, should seek to dominate its activities.
In fact, the committee should be so organized as to assure that its actions
will be independent of any kind of undue domination or influence.'

A community school health council that is concerned with all
schoois in a particular community should include representation
from school and nonschool groups. School representation might in-
clude a teacher from each school, a school administrator, and one
or more individuals from the school health staff. From nonschool
groups, representation might be from parent organizations, medical
and dental societies, the health department, voluntary health
organizations, and community civic and service groups. The
composition of the council may change from time to time as
special individuals are invited to discuss problems in which they
have particular competence or special interest.

The health committee of an individual school, while repre-
sentative of the area it serves, will ordinarily not have as varied
a representation as a community-wide council. It will be composed
primarily of teachers, parents, and special health personnel serv-
ing the schools. At times various .other persons will be invited to

' Council of Chief State School Officers, op. cit., p. 45.
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one or more meetings, including such individuals as a lunch room
manager, a custodian, a psychologist, a counselor, a teacher of
special education, the local health officer, or a representative of
the local medical or dental society.

Throughout the country, school health councils have been organ-
ized for a variety of purposes and with vastly different organiza-
tional patterns. They have dealt with widely divergent problems
from mental health to school sanitation and from the health of bus
drivers to the organization of instruction for speech correction.
There is no need for standardization; each community should work
on its own problems in the manner it thinks best.

A school I-calth council alone may not be adequate for achieving
the interest, understanding, and cooperation of all elements of
the community. It is desirable and feasible for the school health
council to become closely allied with an organization which repre-
sents community-wide interests. usually a community health coun-
cil. The association commonly takes one of two forms. The school
health council as a separate organization may be represented on
the community health council, or the community healtii council
may establish a subcommittee that gives attention to school health
problems. At the moment there is no evidence to indicate that
either of these arrangements is better than the other. Both have
proved successful in communities throughout the country.

School and community councils are practical devices for achiev-
ing coordination of health activities. They point up the fact that
many individuals within the school have responsibilities related
to pupil health and also that many individuals and groups outside
the school have interest and concern' for the health of children
and youth.

Although school health councils are generally desirable, they are
not the only means of coordinating health efforts. The Report
of the National Conference on Coordination of the School Health
Program identifies five means of stimulating teamwork in school
health activities. The distinction among these is not always clear-
cut, but, in general, these approaches may be classified as (a) in-
formal procedures, (b) the ad hoc problem-solving group, (c) the
continuing committee or council, (d) the specialized advisory com-
mittee, and (e) combinations or adaptations of the foregoing.8
Informal procedures are defined as those in which the person giv-

American Association for Health, Physical Education, and Recreation.
Teamwork in School Health. Report of the National Conference on Coordina-
tion of the School Health Program. Washington, D. C.: the Association, a
department of the National Education Association, 1962. 32 pp.
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ing leadership to the school health program contacts each person
having a stake in a particular problem. The titles of the other
approaches are fairly descriptive ; the details of their use are care-
fully described in the reference.

PERSONNEL FOR SCHOOL HEALTH SERVICES

Success of school health services depends to a great extent on
the adequacy and competency of those who administer and conduct
the program. Since every person associated with the schools influ-
ences the health of pupils in one way or another, the quality of
school health services reflects in a way the quality of the entire
school staff. However, the significant contributions of the director
of- the program and of physicians and nurses make it appropriate
to consider the amount of service required from these persons and
the qualifications they should meet.

The Director or Coordinator
The superintendent of schools in a small community often must

serve as his own director of school health services. In a large
community, however, it is desirable that he select an individual to
serve as director or coordinator of an integrated school health
program. This person should have a primary interest in health
and health education and should have had sufficient specialized pro-
fessional preparation in education and public health to enable
him to provide leadership and direction to the total school health
program. Prime requisites include an enthusiastic desire to pro-
tect and improve the health of children and youth and an ability
to work with individuals .likving different professional backgrounds.

As stated by one writer, the school health director or coordinator
should -

1, Work with teachers on a consultant basis in the improvement of instruc-
tion, development of the health curriculum, and other in-service education
projects.

2. Cooperate with physicians, dentists, nurses and other specialized health
personnel serving the school in the development of effective health services
including appraisal procedures, emergency care, communicable disease control,
and follow-up programs.

3. Work with the maintenance staff and others involved in trying to bring
about the best possible environment for health in the school and its environs.

4. Cooperate with guidance personnel to assure effective health counseling
and appropriate consideration of health factors in the overall counseling
program.
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5. Coordinate or conduct surveys and studies pertinent to the needs of the
local program of health services for school-age children.'

The person responsible for directing a school health program
must have ample time to devote to his duties and the active support
of the administration. He will need to schedule conferences within
the school and attend meetings of school and community health
councils. Coordination and leadership activities require the
expenditure of considerable amounts of time and energy, but they
result in more effective and efficient programs.

Need for Special Health Personnel

As school health services are developed, the need for special
personnel becomes evident. A physician is needed to advise regard-
ing many health matters, including the care of emergencies and
the control of communicable diseases. He will serve as a liaison
between the schools and practicing physicians. In many schools he
will examine certain pupils. He will be available for consultations
with teachers and other school personnel regarding adaptation of
the school program to the health condition of particular pupils.
He may advise regarding procedures to protect and improve the
health of school employfts and of pupils participating in athletics.
A nurse can help teachers gain understanding. of the health prob-
lems of pupils and can counsel with pupils and their parents
regarding health conditions needing attention. Dental health serv-
ices may require that dentists and dental hygienists be employed.
A psychologist, a social worker, and guidance personnel can make
unique contributions to mental health services, and a nutritionist
can assist in organizing and conducting the school lunch program.

Which of these workers is needed and how many of each are
required is a. question that must be answered by every school
administrator and every director of school health. And it must be
answered with due consideration to community resources, local
finances, and the particular program that is desired.

The needed number of different types of special health personnel
depends directly on the program to be conducted. Physician serv-
ice, for example, depends partly on the number of- pupils who
receive periodic examinations from their own phys.,icisans and the
frequency with which those not examined by their own physician
are to be examined at school. One way of estimating the amount

° Hein, Fred V. "Teamwork Is Essential." Ideas. Roslyn, N. Y.: Nassau
Tuberculosis, Heart and Public Health Association, 1956-57. Vol. 23, No. 3.
pp. 1-2, 7-8.
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of physician service needed for this purpose is to estimate the
number of health examinations to be made, including examinations
to be made because of referrals from teacher or nurse, and to
multiply this by 15 minutes, the average amount of time needed
for an acceptable examination and subsequent counseling. To such
an estimate should be added time needed for participation in other
health service activities.

Estimates of needed nursing service vary from one full-time
nurse for 500 pupils to one for 2,000 or more. Reasons for these
variations are differences in programs. In some instances, nurses
give full time to schoo", activities; in others they work on a general-
ized public health nursing program, giving part of their time to
the schools and part to other nursing activities. Amounts of nurs-
ing service needed depend also on such factors as the division
of responsibilities between teachers and nurses and the availability
of dental hygienists, social workers, and health educators.

As with physicians and nurses, the need for dentists, dental
hygienists, psychologists, social workers, and others will depend
on the total program to be conducted and the duties to which
they will be assigned.

Qualifications of Personnel
It is not sufficient to have an adequate number of special health

personnel; best results are obtained only when such personnel are
of high calibre and develop particular competence for their specific
jobs.

Professional competence may be determined in part by require-
ments for state certification or state licensure. Such standards,
however, are usually minimum in nature. They are standards to
be met by all working in a particular area or particular profession.

In many instances, professional standards have been formulated
by national professional groups. The American Public Health
Association, for example, has published a statement on "Educa-
tional Qualifications of School Physicians." This lists the functions
of "School Medical Advisers" and "Directors of School Health
Services" and states that in addition to desirable personal qual-
ities the latter will need the following special training and
experience:
. . . basic principles of public health including general philosophy of man's
health protection, epidemiology, vital statistics, record systems and record
keeping, environmental sanitation, principles of public health administration,
principles of child growth and development, educational psychology, philosophy
and principles of education, health education, education of the handicapped,
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mental hygiene, and school administration including organization and admin-
istration of school health programs."

The report suggests that one calendar year of specialized study in
an institution offering a graduate program in public health and
in education is needed to meet the above qualifications.

Recommended qualifications for public health nurses have been
prepared by the School Nurses Branch of the American Nurses
Association.11

A pamphlet published by the National League for Nursing
describes the role of the public health nurse in school health serv-
ices, in health instruction, and in the school environment and
comments as follows on her professional preparatioJ,:

The role of the nurse in the school is to utilize, in collaboration with others, .

her knowledge and competence in nursing so that 3t contributes significantly
to the achievement of the full health and educational potential of each student.
Her ability to serve most adequately within the school setting is dependent
upon basic preparation for professional nursing and additional preparation
that will enable her to:

1. Utilize concepts of human growth, development, and behavior in the
milieu of the school health program.

2. Recognize developmental and health needs of students, especially in
relation to prevention, detection, and treatment, which must influence educa-
tional programming.

3. Utilize existing community services for children and youth and spear-
head the development of additional services when indicated by the needs
of the school health program.

4. Comprehend the nature of the educational setting in which the school
nurse works.

5. Select and use processes appropriate to the roles assumed by the school
nurse.'

Professional competence alone will not assure an effective pro-
gram of school health services. Individuals engaged in these
activities need to know how to work cooperatively with others.
A sincere interest in children and a desire to assist in programs
designed to bring to them the benefits of modern medicine and
public health should motivate school health workers. All should
be genuinely interested in the total school program and in help-

10 American Public Health Association, Committee on Professional Educa-
tion. "Educational Qualifications of School Physicians." American Journal
of Public Health 43: 75-82; January 1953.

" American Nurses Association, Public Health Nurses Section, School
Nurses Branch. Functions and Qualifications for School Nurses. (Undated)
11 pp.

" National League for Nursing. The Preparation and the Role of Nurses in
School Health ProgramsGuidelines for the Use of Administrators, Educators,
and Students. New York: the League, 1962. 30 pp.
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ing to further it in every way possible. These factors deserve
careful consideration when individuals to be engaged in school
health services are being selected.

Budget Considerations
Provision of adequate personnel necessitates securing funds for

salaries. Remuneration for special health personnel should be com-
parable to that which they would receive for similar service in
other agencies. It should be determined with consideration to the
amount of their professional preparation, length of experience, and
degree of responsibility. Adequate salaries help to attract com-
petent professional workers.

More than staff salaries come into the budget picture. Fees for
consultants may be needed. Clerical assistance will be necesse ry.
Funds will be needed for printed forms, e.g., cumulative health
records, parent consent slips. and referral blanks; for first aid
supplies; and for equipment to be used for vision and hearing
testing and other screening tests. The budget should include funds
for furnishing the health room with needed equipment and with
facilities for temporary rest and isolation of ill students and school
personnel. Provision should also be made for expenses involved
in attending conferences, for materials to be used in in-service staff
education, and for transportation expenses. The budget should also
allow for adequLae retirement and sick-leave benefits.

STAFF EDUCATION

In recent years school administrators and directors of school
health have encouraged in-service programs 'of education as an
effective means of helping those engaged in school health activities
improve their understandings, skills, and competencies in the teach-
ing and guidance of pupils. In these programs, teachers, adminis-
trators, and special health personnel have the opportunity to plan
cooperatively, to evaluate the results of their efforts, and to devise
ways for improving their services to students. Certainly some
provision for in-service education is imperative if those engaged
in school health services are to keep up to date on modern trends
in education, medicine, and public health.

Helping Teachers
In-service education of teachers takes place in many ways, some

formal and some informal. It takes place through organized and
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informal conferences of teachers and special health personnel.
Bulletins, announcements, statements of policy, and similar ma-
terials may be used. Health problems may be discussed at staff
meetings or in conjunction with parent-teacher meetings. Inter-
esting books or articles in periodical:: may be circulated. Teachers
may be encouraged to attend health courses at colleges or uni-
versities during summer vacations or at other times. In many
communities, workshops have been successful in bringing to
teachers increased understanding of health problems and of the
role of the school in promoting health.

In the Glencoe, Illinois, schools, continuing efforts are made
through cooperative in-service activities to integrate health educa-
tion and health services into the daily living of pupils and to help
teachers recognize the many opportunities that arise for becom-
ing familiar with the health conditions of pupils and for the
development of desirable attitudes and practices. Teachers and
special health personnel have developed mimeographed materials
that outline teacher opportunities for health activities at different
grade levels.

Teachers from the West Hartford, Connecticut, schools partici-
pated in a series of evening lectures and discussions on health
offered locally by a staff member of a nearby college. Numerous
health problems were considered from the point of view of ways
by which schools could aid in their solution.

Self- evaluation of the school health program in a particular
community can be a fine in-service education experience for those
who participate, while at the same time revealing the strengths
and weaknesses of the program. The Lincoln, Nebraska, school
system and the Evanston, Illinois, Township High School have
recently been involved in such self-studies. These evaluations cul-
minated in recommendations for improvement of the school health
program and involved in one v, ay or another virtually all of the
teachers, a great number of iNupils, and many people from the
community.

In Ohio, county workshops have been conducted for all employees,
including teaching, custodial,. and lunch room staffs. Numerous
problems of health and sanitation were considered. Among the
participating agencies were Ohio State University, Extension
Service, state health department, the county school system, and
local health units.

Workshops related to health arid-health education are available
to teachers each year in almost every state.
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Aiding Special Health Personnel
In-service education is as important for special health personnel

as it is for teachers. In many large communities regular staff
meetings of physicians, nurses, and other special health personnel
are held. At times, an invited speaker may be asked to discuss a
selected subject.

As an aid in developing teamwork, meetings of administrators,
teachers, and special health personnel may be arranged. Such
joint meetings conducted in the Great Neck, New York, schools
were used. to consider the relative role of teachers, nurses, and
physicians in the care of emergencies and in the exclusion and
readmission of pupils with a communicable disease.

In the uncertain and confused world in which children and youth
are living and in which they must undoubtedly, continue to live,
good health is an indispensable possession. Certainly, the school
administrator faces no greater challenge than to exercise the kind
of leadership that will provide future citizens with this priceless
possession. His leadership is shown by the degree to which he
infuses into his staff a real concern for health, by his ability to
secure staff members of high calibre, by'- his efforts to coordinate
school and community health efforts, and by his encouragement of
measures designed to help staff members improve their procedures.
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Chapter

Legal and
Legislative Factors

School health services in every state are influenced by state
statutes, permissive or mandatory, and by the judicial interpreta-
tion of the meaning and intent of such statutes. State statutes
vary widely. Some are general and others specific ; some deal with
all aspects of school health while others are concerned only with
one particular part of the program.

The absence of specific laws does not mean that school health
procedures are illegal or extralegal. Legislatures frequently dele-
gate authority to state and local departments of education and of
health and expect these agencies to develop regulations, policies,
and procedures dictated by circumstances and conditions and in
keeping with expert professional opinion.

This chapter does not enumerate the details of statutory pro-
visions from state to state. Instead, it describes prevailing types
of legislation with judicial interpretations of such statutes where
the courts have clarified issues or raised questions. This approach
will be applied to such topics as health examinations, the control of
communicable diseases, the identification and education of handi-
capped pupils, health standards for school personnel, and school
sanitation.

HEALTH EXAMINATIONS, HEALTH RECORDS, AND TREATMENT

State statutes have a bearing on health examinations and the
follow-up of health problems that are discovered. They often
specify the frequency and extent of medical examinations, and they
usually limit treatment to first aid measures. Sometimes they
prescribe the nature of records and reports that shall be used or
kept.

Health 'Examinations
The first law requiring periodic health examinations for public

school pupils was enacted in Connecticut in 1899. Since that time
the practice has been extended until today every state has legisla-

tional Education Association
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ton permitting or requiring examinations of one kind or another
either at the time of entrance to school or periodically throughout
a pupil's school career. The variation in these laws is great,
possibly greater than in actual practices.

The meeting of prescribed health standards is required by some
school systems. Statutes on this point are general, usually authoriz-
ing the exclusion of pupils found to be physically or mentally
unfit for school attendance. The courts have held that a local
school board may require a report of a medical examination by a
family physician, a school physician, or a health officer. A school
board may exclude pupils having defects that would endanger
other pupils or impede the educational progress of an afflicted
child. For example, r rule excluding pupils suffering from
trachoma, unless they are under treatment, has been upheld.i

Many states make medical examinations of pupils mandatory,
but others leave the matter to local discretion, merely ranting
permission to carry on the activity and to use school funs for the
purpose. There are legal advantages and disadvantages in both
kinds of laws. When the statute is detailed and mandatory, it
may set up a program that many local districts cannot afford or
one for which they cannot obtain necessary personnel. When the
statute is permissive, some districts may not implement it for one
reason or another.

Although statutes specifically providing for medical examina-
tions preliminary to school enrollment are rare or very general,
rather detailed statutes requiring or authorizing medical examina-
tions after enrollment exist in most states.

Some states provide only for "referral examinations" ; that is,
the school may engage a physician to examine pupils sent to him
because of suspected illness or physical defect. Under such a law,
possibly all pupils could be "referred" if a local school board were
interested in extending the program to that extent. Such legisla-
tion, however, is not generally considered an adequate substitute
for periodic examinations for all pupils, since its implementation
could result in the examination of relatively few pupils.

A medical examination is required by law for specific purposes
in a few states. For example, it may be a prerequisite to obtaining
'a work permit, to participating in certain types of physical educa-
tion, or to membership in classes for the physically handicapped.

Some statutes require or authorize health examinations with no
designation of the type of examination that is required. Most state

I Martin vs. Craig, 173 N.W. 787 (North Dakota, 1919).
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laws require sight and hearing tests, sometimes without reference
to more complete examinations. A few state codes enumerate a
long list of defects which, if present, will be identified by examina-
tions. A number require or authorize examinations for any "func-
tion or condition of health tending to prevent any pupil from
receiving the full benefit of school work."

The practical influence of these distinctions is unknown. If
tested judicially, one court might hold that the enumeration of
specific items excludes others not included in the enumeration ;
other courts might hold that the items in the enumeration set a
minimum only. Thus the extent to which the medical examination
is described may be immaterial, or it may be the means of restrict-
ing the type of examination that can be made legally.

Some states in which there are mandatory laws require that
medical examinations be given annually ; others require or author-
ize examinations once in each two- or three-year period ; still others
specify no time interval, authorizing examinations as often as
seems necessary. When a law prescribes that an examination be
given annually, it must be given at least once a year, but it could
be given more frequently in special cases. If a law authorizes an
examination at least once in each two- or three-year period, it
could be given annually.

Employment of Physicians and Other Health Workers

Laws differ among the states with regard to the person who is
to examine school pupils. Most states authorize the employment of
school physicians for the purpose, but some grant this authority
only in school districts of a designated size. However, the courts
have held that even without statutory authority the employment of
physicians is legal in view of the school board's authority to pro-
vide medical examinations for pupils.

In some states the law specifies that the health officer shall
examine public school pupils; in other states, a city or county
school board may enter into contract with the health department
for services needed instead of employing its own health personnel.
Where the law specifies that the health officer shall examine pupils,
school boards probably could not employ school physicians without
specific authorization.

School administrators usually accept reports of examinations
from a family physician in lieu of examinations by a school
physician or health officer. With today's trend strongly in the
direction of having all examinations made by a personal physician
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in the privacy of his office, this procedure is appropriate and
desirable.

Health Records

With the exception of a few states where statutory provisions
for medical examinations are unusually brief, the prevailing proce-
dure is that the results of medical examinations are recorded and
kept on file in the school office. Some statutes require the state
board of education and the state board of health to prepare jointly
forms to be used as cumulative health records, such records to
accompany a pupil when he moves from one school to another or
from one town to another. No law includes the details of such a
record form.

Health records often contain information of a highly confidential
nature. To guard against the possibility of a suit for libel, these
records should be kept in locked files, available only to nurse, doctor,
or specific persons having a direct interest in a particular studk..it,
such as a teacher. This information may be revealed only to a
person having a similar interest, i.e., to another teacher, another
school system, or a parent. If care is exercised, this type of com-
munication falls under a quasi privilege. Teachers and others
who work with records are not entitled to privilege status unless
they are communicating credible information in good faith to a
person who has a corresponding interest or duty.

Treatment

Laws make a distinction between medical examination and medi-
cal treatment. Few states have enacted legislation even purporting
to authorize medical treatment for pupils. When the courts hold
that school districts cannot furnish medical care to their pupils
even though their families are unable to finance such needed care,
they follow the traditional legal principle of relating functions
to purposes. The schools ara established for the purpose of edu-
cation, not to substitute for hospital or medical treatment.

A few states authorize the public schools to maintain dental
clinics, but clinics for the treatment of general physical defects and
ailments are not authorized. All medical treatment, even the
administration of such a simple remedy as aspirin, is considered
outside the scope and province of school authorities.

Most laws on medical examinations prescribe tha' a report shall
be made -by- the school or health authorities to the parents or
guardians of pupils. The contents of this report may be an im-
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portant factor in the public relations of the school, as well as the
health progress of the child. Obviously, if the school or health
department physician recommends correction of a remediable
defect, there is a good possibility that the family will follow his
suggestion. On the other hand, a parent or family physician may
not always welcome advice from one not familiar with the child's
health history or the family's condition. As indicated in a previous
chapter, health counseling is considered the best procedure for
helping parents with the health problems of their offspring. Con-
versely, an impersonal, printed report is the least effective even
though it complies with the law. (See Chapter 6, "Health Coun-
seling.")

Some laws recognize that parents have preferences as to the type
of medical treatment they want for their children. For example,
a state statute may provide that school personnel shall ask the
parent to obtain remedial care for a pupil, but it may not include
any recommendation or suggestion relating to a particular indi-
vidual or type of practitioner. In another state, however, the law
may provide that the school physician give parents such advice or
orders as he deems advisable, and the parent "shall cause such
child to be treated."

Care of Emergency Sickness and Injury
Despite the restraints placed on school personnel in providing

medical treatment, teachers, nurses, and physicians are permitted
and expected to render first aid to injured or sick pupils. How-
ever, emergency care beyond first aid is not authorized for school
personnel, and where assistance to a pupil may be inherently
dangerous to the health of the pupil there are legal risks. When
given by a teacher, first aid is a matter of common law principle,
not of statutory provision ; and the rules may differ from state to
state or be vague or uncertain in some states. It is nevertheless
the general rule that if a teacher goes beyond first aid and attempts
medical treatment and leaves the pupil in worse condition, he is
subject to action in the courts for damages for any injury he has
caused by his negligence. On the other hand, when a pupil is ill
or injured, a teacher who neglects to give necessary first aid may be
held criminally negligent. Teachers have a legal responsibility to
provide first aid for pupils in cases of emergency, but they should be
cognizant of the difference between first aid treatment and the
types of medical treatment which can be safely provided only by
physicians. (See Chapter 11, "Caring for Emergency Sickness
or Injury.")
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CONTROL OF COMMUNICABLE DISEASES

Many of the procedures used to prevent the spread of communi-
cable diseases are prescribed by law or by regulations of the depart-
ment of health which have the same effect as law. Such laws and
regulations may relate to the exclusion of sick pupils, the return of
pupils to school following sickness, and requirements relating to
vaccination and immunization. It is important for teachers and
other school personnel to be aware of local regulations for the con-
trol of communicable disease.

Exclusion and Readmission

In general, state laws require teachers to send home a pupil
who is suspected of having a communicable disease or of having
been exposed to a serious communicable disease. Usually state
statutes are supplemented by health department regulations
specifying the particular action to be taken in regard to different
diseases.

The readmission to school of pupils having had a communicable
disease is also governed by health department regulations. The
procedure varies with the nature of the disease, its communicabil-
ity, and its seriousness. Sometimes laboratory tests must be con-
ducted to determine if a pupil may be readmitted. In some instances
pupils may be admitted on the basis of a certificate from a physi-
cian ; in other instances a pupil may be admitted by the teacher,
principal, or nurse, if he appears well.

The development and implementation of measures to combat
communicable diseases are responsibilities of the health officer, by
state statute; but they require cooperation from practicing
physicians, schools, and others. Public health laws give health
officer:, .3iscretionary power to close all public places. School laws
of practically every state empower school boards to close the
schools in the event of an epidemic. School administrators and
health officers should cooperate in the interest of the greatest
possible protection for children and tethers in the comet; pity.

What may appear to be overlapping statutory power rczolves
itself into two distinct powers. The school board may at its !is-
cretion close a school without an order from the health officer, but
must close the school when so ordeied by the health official. The
actual order to school personnel is issued by the school board, as
the body responsible for administration of the schools. (See
Chapter 10, "Communicable Disease Control.")
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Vaccination Requirements
Many school systems require smallpox vaccination as a prerequi-

site for school enrollment, but this practice is not universal. In
some states legislation authorizes local districts to make the
requirement; in other states the authority granted by the legis-
lature is only for use by the public health officer when smallpox
exists. Few states have a state-wide mandatory smallpox vaccina-
tion requirement generally applicable regardless of the threat
of an epidemic.

It has generally been held that smallpox vaccination can be
legally required. No recent court decision has held otherwise. In
older cases, however, distinctions were made between vaccination
with or without an emergency situation. Under some laws a strict
interpretation led the courts to hold that there was authority to
require vaccination only when smallpox existed in the community
or there was some threat of an epidemic.

Questions have arisen as to the power of a school board to require
smallpox vaccinaliun before admission to school when the legis-
lature has delegated authority for the control of communicable
diseases to health officers. Also, there are questions as to the power
of public health officers to :lake a requirement concerning admis-
sion to the public schoolsa state function delegated to local
public-school officers. In such cases the courts have usually looked
beyond the mere instrument of officialdom and sanctioned rules
made by the one agency and accepted by the other. For the most
part, legislatures have entrusted public health officers with dis-
cretionary power to determine when smallpox vaccination should
be required for all the inhabitants of the state or locality, or any
segment of the population based upon a reasonable classification.
At the same time, school officers have authority to determine rea-
sonable standards for admission to the public schools over and
above the minimum standards fixed by the legislature.

Parents sometimes object to having their children vaccinated
against smallpox because of religious beliefs. Statutes of some
states provide that if parents object, the child may be admitted
without vaccination. so long as no epidemic threatens, but he will
be excluded from school in event of danger. In other states the
laws make no such exception; and the courts have generally held
that religious beliefs must give way to the requirement, especially
if the welfare of the entire population is at stake in a threatened
epidemic.

Many laws and regulations provide that an individual child may
be exempted from the vaccination requirement if, in his case,
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vaccination would endanger his health. Proof of such a fact must
be provided by the family physician or the school physician, and
the exemption is usually for a limited period of time only.

In addition to smallpox, such diseases as diphtheria, tetanus,
whooping cough, and polio can be prevented by immunization.
Education is usually preferred to legislation in encouraging parents
to have their children protected from these diseases. Some states
and local communities, however, have enacted laws or adopted
regulations requiring pupils to be immunized against polio. It is
likely that such action will be ruled comparable to requirements
relating to smallpox vaccination.

Legislation requiring immunization at school entrance some-
times results in parental delay in obtaining protection for their
children until that time. This is unfortunate, for protection against
preventable diseases is most needed during infancy and the pre-
school years when death from these diseases is most likely.

EDUCATION FOR EXCEPTIONAL CHILDREN

Every state has a compulsory education law, requiring attend-
ance or equivalent instruction for all children between designated
ages. Physically and mentally handicapped children, often referred
to as exceptional children, may need special instructional services.
Often they benefit from being enrolled in school earlier than the
age designated for other children.

Discovering Pupils Needing Special Educallon
One of the problems of providing education for the handicapped

is in finding such children. Every state requires a census of
school-aged children, although in some states this census is not
taken frequently. School census statutes usually provide for the
reporting of children with physical or mental handicaps. The
totally blind and deaf and the seriously crippled can be discovered
by the lay persons taking the census. However, children with
defects of a more limited degree are not so easily identified. Almost
all the states provide by law, therefore, that physical examinations
shall be given to discover children needing special education, but
in many of these states the tests are only for sight and hearing.

General Provisions for Exceptional Children
Special education is given in state residential schools, by home

instruction, or by special instructional services in the regular public
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schools. Two-thirds of the states have authorized special education
in the public schools and stimulate such programs through financial
aid and consultation services provided by the state department of
education. Every state has a law providing for state residential
schools for the blind and deaf, or for state payment of the costs
when these handicapped children are assigned to private schools
devoted to children with these defects.

Schools in hospitals are authorized in some states, but these
hospital schools are frequently under the department of welfare
or public health. Administration of other state residential schools
is coming more and more under the control of state departments
of education, whereas many of them were formerly under depart-
ments of welfare.

Classes for the Handicapped
A number of states provide that when parents of a designated

number of physically handicapped children of the same type or of
types that may be educated together petition the local school
board for a special education class, the school must establish such
a class. Usually the state board of education provides financial
aid dependent upon compliance with standards relating to the
course of study, pupil-teacher ratio, methods of instruction, qualifi-
cation of teachers and their in-service education, and necessary
equipment.

Aid to Crippled Children
The Social Security Act of 1935 authorizes the appropriation of

federal funds to help the states "extend and improve . . . services
for locating crippled children and for providing medical, surgical,
corrective, and other services and care, and facilities for diagnosis,
hospitalization, and after-care for children who are crippled or
who are suffering from conditions which lead to crippling." The
federal grants go to state crippled children's agencies, not to
parents, guardians, or the children themselves.

The federal law defines crippled children so broadly that all
major handicapping conditions may be served if a state wishes to
do so. Each state decides the types of handicapping conditions to
be helped by the state program, subject to standards fixed in the
federal legislation. All state_ now attempt to meet the needs of
all who are under age 21 and who have some kind of handicap
requiring orthopedic or surgical care, including children with
harelip, cleft palates, club feet, deformed bones, and those who
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have been seriously burned or badly hurt in an accident. All states
also have laws providing various types of aid for children with
paralytic polio and those with bone and joint tuberculosis. About
half the states include children with rheumatic fever and cardiac
conditions; many help those with cerebral palsy; a few include
children with epilepsy, arthritis, congenital syphilis, and those
with vision of hearing defects.

HEALTH STANDARDS FOR SCHOOL PERSONNEL

Recent years have seen considerable growth in state law and
local rules requiring medical examinations for school personnel.
Most teachers and other persons agree that the teachers and other
personnel who come in contact with children should possess good
physical and emotional health. They recognize that school boards
have the responsibility for employing personnel who are healthy
and for doing what can be done to protect and promote the health
of personnel.

A number 4 3tAtes which give boards of education statutory
authority for e:mployment of a physician mention that a part
of his duties be the inspection of school personnel. Several
states which ,I( ine qualifications for teachers include physical
competence. ,:it3,teli delegating authority to the state board of
education for establishing standards for teachers' certificates leave
the state board with.discretion to require a health report that may
be general or .applicable only to freedom from communicable
disease.

Local School Board Authority
State statutes usually include no requirements with respect to

the'health of the school staff, except with regard to communicable
diseases, other than to authorize the school physician to:examine
employees when he considers it wise. Most of the laws are general
in nature. The pbwer of a local school board to . make .health
requirements for its employees cannot be questioned, regardless of
state standards. Thus in a state where no statute refers to health
examinations for school personnel and the state board of education
has no health examination requirement, local school boards can
make their own rules, provided only that the rules are reasonable
and germane to the school situation. In a state where a minimum
requirement is made by statute or by state board regulation, local
school boards may add to those minimum standards. This power
relates to both the teaching and nonteaching staffs.
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Objections on religious grounds have no standing unless an
exemption is made by statute. An employee has the choice of com-
plying with the health rules, state or local, or seeking employment
elsewhere. He is not denied any constitutional right because of
conflict between the board rule and his religious belief, since he has
no right to public school employment.

Tuberculosis Tests
Statutes of a number of states require teachers and other school

employees to file evidence showing that they are free from
tuberculosis. The evidence may be a report showing that a tuber-
culin test gave negative results or that a chest x-ray showed no
signs of active disease. Several states have ione farther and
require also. that the state board of health shall examine the sputum
of school personnel under certain conditions.

One of the more detailed statutory provisions relating to tuber-
culosis was enacted in Massachusetts in 1950 and revised in 1958.
The statute reads, in part:

No person known to be suffering from tuberculosis in a communicable form,
or having evidence or symptoms thereof, shall be employed or continued in
employment at any school in the commonwealth, including any college or
university, in any capacity which might bring him into direct contact with
any student at such school.

Immediately prior to his entering into any such employment, and at least
every three years during the course of his employment thereafter, each school
superintendent, principal, director, teacher, food handler, janitor, school bus
driver, nurse, doctor or other person whose duties bring him into such direct
contact, shall file with the superintendent or other person having charge of
such school, on forms furnished by the department of public health and
approved by, the department of education, a report, made by a registered
physician, relative to his freedom from tuberculosis in a communicable form,
and such report shall be kept as a part of the records of such school authorities.
Such report shall be accompanied by an x-ray of such person's chest taken
not more than ninety days prior there-to, or by the results of an intradermal
tuberculin test taken not more than, ninety days prior thereto and by the
results of such other laboratory tests and clinical 'examinations as may be
essential to a diagnosis of tuberculosis in a communicable form. 'If the results
of the intradermal tuberculin test were positive, then this report shall be
accompanied by an x-ray of such person's chest taken not more than
ninety days prior thereto. All x-ray films shall be submitted for review to
the department of public health or to the county or municipal tuberculosis
sanatorium of the district or municipality in which such school is located, and
where the x-ray so submitted is for any reason not satisfactory, an x-ray of
the employee's chest shall be made by said department or such sanitorium.

Such reports and x-rays or intradermal tuberculin tests shall be required
at least every three years from all school employees other than substitute
teachers or employees who do not work more than thirty calendar days in any
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school year; provided, that such re-examination shall not be required within
three years of any previous examination for any school employee who may
transfer within tlie commonwealth.=

Widespread efforts to detect tuberculosis in school employees
reveals recognition of the seriousness of this disease and the
possibility of its spread through school contacts.

SCHOOL SANITATION

For many years legislatures have included in school law the
powers and duties of local and county school officers to require that
each school be provided with adequate toilet facilities. In some
states the code relates, to no other matter even though the provision

. of a healthful environment requires attention to numerous aspects
of sanitation.

Supervisory Role of State Boards of Education

In recent years, under general or specific statutes, state boards
of education have been given certain supervisory responsibilities
over school construction in about half of the states. State boards
consult with local, districts in regard to standards for school con-
struction and maintenance.

State board regulations often contain provisions for promoting
building sanitation and otherwise protecting the health of pupils.
Most statutes authorizing the employment of a school physician
charge that person with responsibility for the sanitary inspection
of school buildings When he deems it necessary. Some states pre-
scribe that school. buildings are subject to the state sanitary or
health code, state school building code, and state and local plumbing
regulations or ordinances. Public health laws in many states
authorize health officers to inspect schools from the point of view
of their sanitation.

Cooperation Is Needed

Most states do not include details of school building sanitation
in their statutes. The sanitary facilities in new buildings may be
prescribed by school building regulations, but efforts to improve the
sanitation of old buildings require leadership and knowledge that

'State of Massachusetts. "An Act Providing That, in Determining Freedom
From Tuberculosis of Persons Employed in Schools, A Chest X-ray May Be
Omitted if an Intradermal Test Is Negative." General Laws, Chapter 71, Sec-
tion 55B (as amended by Chapter 15, Acts of 1958.)
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challenge the efforts of both school administrators and health
personnel.

Each school administrator should aim to provide the safest and
best sanitary conditions in every school building under his jurisdic-
tion. He may not be familiar with desirable standards for environ-
mental sanitation, but he can get information about them from his
local or state health department. School administrators and health
officers working together can accomplish much in improving school
sanitation.

SOME PROFESSIONAL AND SOCIAL IMPLICATIONS

The preceding comments on the extent of statutes and the
interpretations placed upon laws by the courts have brought out
a number of professional and social cylestions.- It is not possible to
deal here with all of the implications, but some will be considered
and related to prevailing educational philosophy.

To Have or Not To Have
One problem before the Profession is the extent to which health

education and health services need to be covered by legislation. In-:
general, educational theory favors a fairly broad coverage of law
with emphasis upon basic principles rather than detailed prescrip-
tion. Certainly the local board of education needs to have the
authority to outline the basic program, to require pupil attendance
and conformity within minimum limits necessary for the common
good, to employ the special personnel needed to make the school pro- .

gram effective, to engage in cooperative relationships with boards
of health, and to obtain the Pin& required to carry out an adequate
school health pregram.

Mandatory Versus Permissive Laws
Today, laws on school health 'services are permissive in some

states and mandatory in other states. The difference probably
grows out of variations in the traditions of the people of the states,
varying legal theory on the effect of prescription upon the people,
and the presence or absence of enforcement agencies.

Most educators would prefer permissive legislation if all indi-
viduals and school districts availed the:mselves of the wisdom
contained in such legislation. Unfortunately, however, ev.en for
minimum standards, there usually must be some degree of man-
datory requirement. UnlE s state departments of education have
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the power to exercise the necessary supervision, local school boards
can neglect areas of the curriculum. Sometimes the possible loss
of state aid or disapproval of a high school is necessary to maintain
the essentials.of the school health program.

Generally speaking, school health legislation is, or should be,
specifically mandatory with respect to enforcement of standards for
protection against disease, to rules designed to promote safety and
prevent physical impairment, and to standards necessary to pro-
vide sanitary conditions.

School Law and Health Law
There exists some confusion on whether certain standards and

requirements should be set forth in the school code or in health
laws. Probably it will never be possible to draw a fine, clear line
of delineation of functions between the two. Good public service
will, therefore, ultimately depend upon the maximum of coopera-
tion between school officials and public health officials.

At the same time it seems entirely possible to have certain
areas clarified. Specific prescriptions on health education and other
health activities of the schools should be set forth in the education
laws. Health education is a responsibility of the school. On the
other hand, it seems wise that matters of communicable disease
control and the establishment of standards for sanitation be set
forth in health law. Health departments have personnel with spe-
cial qualifications in these areas.

Both education departments and health departments have inter-
test and concern in many school health procedures. Legislation
should recognize this fact and be formulated in a manner to
encourage cooperation between them.

Success in improving school health programs is not limited by
legislation and regulation. As so well stated in a booklet relating
to cooperation between health and education departments, ".,, .

although statutes, ordinances and regulations are necessary to
defirr.: minimum standards for school health and although legal
enforcement rust occasionally' follow violations in extreme cases,
chief reliance for effective programs of school health services can-
not rest merely on legal provisions and their enforcement. The key-
notes are co-operation, leadership and the united will to exceed
all legally required minimum standards."

Council of Chief State School Officers and Association of State and Terri-
torial Health Officers. Responsibilities of State Departments of Education and.
Health for School Health Services. Revised edition; Washington, D. C.: the
Council, 1959. p. 2.
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Professional Responsibilities
Those concerned with the health of children and youth should

liecome familiar with the laws of their state and the influence law
exerts on school health services. If lain s permit the organization
and conduct of a comprehensive school health program, no change
is needed. If, on the other hand, laws hinder or discourage desirable
activities, efforts should be made to have them rewritten. This can
be done through the unified efforts of those concerned with health
and education working cooperatively with forward-looking
legislators.

Laws are made to serve people. All engaged in education and
public health have a responsibility to see that laws and regulations
relating to school health serve the best interests of children.
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Chapter

Evaluation of
School Health Services

Are the objectives of. the school health service program beinl
achieved? How well does the program compare with recommender
practices in procedures and personnel? Is the best possible us!
being ,made of available school health personnel? Are ,parents
pupils, teachers, administrators, and members of the medical
dental; and public health professions aware of the purposes of th(
program? Are boys and girls being helped to grow in knowledg(
of ways to protect and. promote their health? Answers to these
and similar questions may result from an evaluation of the schoo:
health service program. Evaluation, as important a part of the
total program as vision testing or medical examination, is basic
to the maintenance of efficient school health services and to intelli-
gent modification of procedures to meet changing :needs.

Various techniques of evaluation are available. They include
measuring the attainment of established 'objectives, comparing
procedures with recommended practices, and using statistics, sur-
veys, and the subjective judgment of experts. Any one of these
techniques or a combination of them may be useful in varying cir-
cumstances. Evaluation procedures are aimed at answering the
questions, "Is our program worthwhile?". and "How well are we
carrying it out ?"

ATTAINMENT OF OBJECTIVES

Measurement of improvement in pupil health as a result of school -

health services is difficult. Mortality data often cannot be. related
directly to a school population because school areas may not coin-
cide with those used in the collection of vital statistics. Health in
the optimal sense is not at present measurable, at least not without
Undertaking special and extensive study. Even if health could be
measured easily, it is likely that such factors as the availability of
medical and dental services and the socioeconomic status of a com-
munity would exert more influence on the health status of children
than the school program.

343
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Despite the above limitations, it is desirable to evaluate school
health services in terms of their contribution to total health. More
specifically, it is possible to check the extent to which predeter-
mined objectives are achieved. This approach is applicable to a.11
aspects of the program.

In heJth appraisal and counseling, for example, specific objec-
tives include the following: (a) to identify pupils in need of pro-
fessional attention, (b) to encourage parents of such pupils to
secure the best professional care available in their community,
and (c) to make all contacts with pupils and parents experiences
that will have desirable educational outcomes. The achievement
of these .objectives can be measured by a continuing self-scrutiny
which should be an integral part of the school program. Answers
to the following questions are necessary: (a) Arc, pupils who need
professional attention being found? (b) Are pupils who are re-
ferred for professional attention receiving it? (c) What do pupils
_ and parents learn about health as a result of health appraisal and
counseling?

Are Pupils Who Need Professional Attention Being Found?

Two methods for securing an answer to this question are sug -.
gested. The first method consists of comparing the results of health
appraisal with data on school health records. If a condition is dis-
covered which was obviously present before the current examina-
tion was _made, the question of whether the condition could have
been discovered earlier can often be answered gfirrnatively or nega-
tively, and an explanation sought if the answer is in the affirmative.
A medical examination upon entrance to high school, for example,
may disclose a pupil with established rheuinatic heart disease
which the school knew nothing about. Investigation may reveal
that the pupil had had tw, :attacks of rheumatic fever in the course
of his school attendance, but this information was not contained on
his health card. It is fair to state that somehow the school should
have learned of the condition sooner. Further investigation may
disclose the reason for such an oversight and suggest means for
preventing another.

This same method may be applied in a different manner. Health
appraisal of one group of children, for example, one grade, may
be designed to include a value judgment as to whether defects
found could have been discovered earlier and if so in what way.
To secure valid results from such a study, the following conditions
must be observed:
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1. The school health records must be complete and accurate.
2. If only a sample of the school is studied, it must be repre-

sentative of the whole so that unsound generalizations may be
avoided.

3. The appraisal must be s definitive and thorough as possible.
4. The conditions found must be expressed in medically ac-

ceptable terms and su )stantiated by clinically acceptable
criteria. This will usually require further diagnostic study
than is afforded by ff;gular school procedures.

5. When adverse conditions are found, they may be grouped
into the following categories according to agreed-upon
criteria :
a. Already known to school
b. Unknown to scho but could have been discovered sooner
c. Unknown to school but unable to decide whether earlier

discovery was possible.

The second suggested method of answering the question is by an
analysis of children seeking medical attention from practicing
physicians and community agencies on the initiative of their
parents rather than because of referral by school personnel. If
such children are found to have signs and symptoms of long dura-
tion, the same questions that were posed previously should be raised
and answered.

For example, a child is reported by his physician to have a
degenerative condition of the top part of the thigh bone. The child
-States that he limped for several weeks before seeking medical
attention. It is fair to assume that the limp should have been noted
by an alert teacher. Discussion of the case,' and of the role of
teacher as observer, may make it possible to mend a weak link in
the school health services.

The cooperation of practicing physicians is needed to conduct
this method of evaluation. Even without special effort, howeler,
medical information is constantly finding its way to the school
because of extended absenteeism or because of the interest of the
physician caring for the child. There seems to be rio inherent reason
why such information, new to the school, should not serve as an
impetus for a review of school health techniques. However, a more
formalized procedure is desirable. Participation of practicing
physicians in evaluation of school health services is bound to in-
crease the effectiveness of the program by promoting mutual under-
standing and producing better coordination.
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Are Children Receiving Professional Attention?
This question can be answered by a simple check and follow-up

of the referrals made. Theoretically such a measurement aught
to be reflected in the percentage of "defects corrected." However,
the number of "defects corrected" frequently includes too many
other variables. An accurate measurement of follow-up services
can be made by determining:

1. The number of children referred by the school for medical
or dental diagnosis or treatment. The basis for referral
should be clear.

2. The number of referrals on which action is taken by the
parent. Statements that such action was taken should be
verified by a note from the parent, physician, or dentist.

Rather than computing the number of referrals on which action
has been taken by the parents, a report may be prepared at the
end of the school year giving the number of referrals for whom
the outcome is still unknown. This method provides comparable
information and sometimes is simpler to apply.

When such data are used to evaluate the results of health
counseling and follow-up, factors that influence results must be
considered. Some of the reasons parents fail to act are these.:
(a) they are not' convinced that a need exists; (b) they do not
consider the condition serious enough to justify the expense or
effort of securing treatment; (c) they are not informed of com-
munity resources for securing treatment; or (d) community re-
sources are nonexistent or inadequate. Also, parents may have
psychological inhibitions growing out of fear that a suspected
problem is serious. Thus, the data revealing the percentage of
referrals acted upon by families must be interpreted in the light of
these conditioning factors.

What Do Pupils and Parents Learn?
Since health services are planned partly fof educational purposes,

evaluation' procedures should attempt to determine their educa-
tional outcomes. These may be in terms of knowledge, attitudes,
or behavior.

A start can be made by checking program characteristics. Ques-
tions to be asked include: Have specific educational goals been
formulated? Are teachers, physicians, dentists, nurses, and others
aware of these educational goals and how each group may con-
tribute to their attainment? Are educational goals kept in mind
during the conduct of all services?
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Answers to these questions may be obtained through perusal
of written statements of policies and by observation of the actual
conduct of health service activities. For example, are vision, and
'-earng tests preceded by classroom discussion of such procedures
a id of related topics? Do teachers prepal.c pupils for medical
examinations by discussion of their purposes and values?

Educational outcomes may be measured in some instances by
the extent to which pupil and parent behavior has been influenced.
School health services aim to have pupils secure immunizations
against specific diseases, make periodic visits to a dentist, and
secure health examinations from their physicians. The number of
pupils who act on these suggestions is indicative of desirable educa-
tional outcomes.

Evaluation of the educational outcomes Of school health services
may be combined with evaluation of the total program of health
education. When this is done, procedures are designed to determine
pupils' health status, health behavior, health attitudes, ,i,nd health
knowledge. Methods for making measurements of this nature are
described in Chapter 14 of Health Education.

COMPARISON WITH RECOMMENDED PRACTICES

Since the custom of comparing actual procedures with recom-
mended practices is common in the fields of education and public
health, it is natural that this method should be used to evaluate
school health services. It is frequently employed in surveys and is
concerned with the total program of school health services.

Developing Standards
Before a comparison. can be made, standards or criteria must .

be developed. Since each school and school system has its own pe-
culiar needs and problems, it is necessary to develop check lists
that meet local conditions, utilizing existing materials for sug-
gestions. School health service guides or manuals prepared by
various state and local departments of education and health may
be found useful.

Once criteria have been developed, data can be secured concern-
ing actual practices. Observations, interviews, and check lists are
the int..ans of obtaining data needed for making comparisons.

* National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Health Education. Fifth edition.
Washington, D. C. and Chicago: the Associations, 1961. See Chapter 14, "Eval-
uation in Health Education."
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Comparing Practices with Standards
Comparison of practices with recommended standards is an

evaluation technique that is readily applied to such aspects of school
health services as equipment; facilities, and personnel. School
housekeeping, handwashing, toilet facilities, and such things are
judged largely by an inspection type of evaluati.m, keeping in
mind such features as accessibility, safety, cleanliness, and attrac-
tiveness. School lighting can be measured quantitatively and com-
pared to recommended standards. The book Healthful School
Living, a publication of the Joint Committee on Health Problems
in Education of the NEA-AMA, provides much valuable informa-
tion on matters of school housekeeping, construction and equip-
ment, lighting and acoustics, heating- and ventilating, and water
supply and waste disposal.

Procedures used in school health services may be compared
with those suggested in various sections of this book. Practices em-
ployed, in health appraisal and health counseling can be evaluated
in terms of recommendations for those parts of the program.
Studies may be made of practices in adapting programs to indi-
vidual needs, in caring for emergency sickness and injury, and
in helping to control communicable diseases. Established policies
and prodedures relating to the health of those engaged in physical
edtication and athletics may be reviewed, and also those which
relate to the health of school employees.

The preparation of teachers to participate in school,health serv-
ices can be checked against recommendations of authoritative
reports.' The qualifications of physicians and nurses serving the
school can be compared with recommendations of prOfessional

'.organiiations. Amounts of service available from school health
personnel can be compared with averages found. available in a
series of similar communities. Each chapter of this book suggests,
standards that may be used for evaluation purposes.

From the point of view of evaluation, direct observation of actual
school health service practices is particularly important. This
requires'matching performance with an ideal, particular note being

' The Athletic -Institute. Undergraduate Prof essimol Preparation in Physi-
cal Education, Health Education and Recreation. Report Of Jackson's Mill
Conference. Chicago: the Institute, 1948. 40 pp. The Athletic Institute.
Graduate Study in Health Education, Physical Education and RecreaCon. Re-
port of l're Marquette Conference. Chicago: the Institute, 1950. 31 pp.
Arnerican Association for Health, Physical Education, and Recreation. Health
Education for Prospective Teachers. Report of the National Conference on
College Health Edtication. Washington, D. C.: the Association, a department
of the National Education Association, 1956. 33 pp.
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made of approach, attitudes, professional competence, and team-
work. Such observations require the judgment of well-qualified
individuals. Those who administer school health programs, serve
as school health consultants, or teach in colleges or universities
should meet these requirements.

Value of Self - Surveys

Survey techniques Provide a base line from which school health
services can be reoriented. The survey may be conducted by
experts, individuals from the various professions involved in school
health services who have had successful experience in actual pro-
grams. On the other hand, surveys may be made by lay and pro-
fessional persons of a particular community, including representa-
tives of teachers, administrators, physicians, nurses, the health
department, medical and dental professions, PTA groups, and
others.

Self-surveys have a special significance and value. Since the
recommendations resulting from such s)..rveys come from the indi-
viduals who must implement them by new services, new policies,
or better coordination, thy frequently lead to action. This charac-
teristic ofa self-survey sometimes gives it a practical value greater
than the authoritative opinion of experts.

One question a survey team may ask, whether it is a group of
experts or. a Jocal committee, is this: What methods are being used
to evaluate school health services? One of the recommendations it
might make is that appropriate evaluation methods be developed.
However, frequent surveys do not meet the need for evaluation.
The repeat: survey lacks the enthusiasm and motivation of the
original and soon degenerates into a routine completion of forms
and questionnaires. Other methods must be used to provide a con-
tinuing evaluation process and to measure the extent to which
progress has been made toward stated goals.

A Method for Obtaining Data
As a means of encouraging evaluation of school health progra'ms

in local schools, a committee of the Massachusetts School Health
Council prepared and published an Administrator's Self-Evaluation
Study of the School Health Program. Answers to questions con-
tained therein are to be obtained through self-study by the staff
of a particular s.:hool or school system, and will provide informa-
tion concerning actlal school health practices. Questions are
grouped under the following ten headings: (1) Administration
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and Coordination of the School Health Program, (2) School Health
Services, (3) The Contribution and Functions of the Nurse in the
School Health Program, (4) Dental Health in the Schools, (5)
Physically Handicapped and Mentally. Retarded Children, (6)
School Mental Health Programs, (7) Healthful School Environ-
ment; (8) Health Instruction in Elementary and Secondary
Schools, (9) Nutrition Education and the School Lunch, and (10)
Contribution of Physical Education and Safety Education.2

The following questions from the sections on School Health
Services and School Mental Health Programs illustrate the kind of
data that may be obtained.

SCHOOL HEALTH SERVICES

School Health Services are aimed at the complete health appraisal of each
child. They include screening tests, medical examinations, and follow-tip. Also
included in this area are school emergency care and first aid.
1. What effect do you think spaced school health examination has had

on your school health services?
2; Why do you think more school-age children do not receive periodic health

appraisals from their family physicians in place c' the routine school
health examinations?

3. Why do you think so few parents are present at the routine school health
examination?

4. If a parent is not present at school health examinations, what methods
of follow-up of findings have you found most effective in achieving the
objective of parental ae.tion? (Check thesehome visits of nurse, school
visits by a parent, letters, telephoue calls, communication by school physi-
cian with family physician, or othersspecify.)

5. Estimate the proportion of.children in your school system, this past year,
not receiving a routine school health examination who were referred for
special examinations because of suspected health prohlems. Whc :efered
such children?.

6. Where are the recorded findings and recommendations of school health
examinations filed? What school personnel have direct access to these
records? Who interprets these records to other school personnel as needed?

7. Who is responsible for interpreting to the teacher the problems and needs
of the seriously handicapped or disturbed child?

8. To whom does the teacher refer pupils'with the following health prob-
lemsmental and emotional difficulties, acute illness or injury, physical
defects, and apparent poor health?

9. Are at least three routine teacher-nurse conferences conducted each year
in Grade 1? Are at least three routine tcacher-nurse conferences con-
ducted each year where routine school health examinations are not carried
out?

Massachusetts School, Health Council. Administrator's Self-Evaluation
Study of the School Health Program': Boston: Commonwealth of Massachu-
setts, Departments of Education, Mental Health, and Public Health, 1959. 24 pp.
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10. Are all children given vision and hearing tests annually? Have all testers
taken the in-service training. made available by the Massachusetts Depart-
ment of Public Health?

11. Why is it that a significant number of parents fail to obtain professional
care for children suffering from vision and hearing impairments?

12. Check which of the following screening tests are given in your schools:
physical growth tests (weighing and measuring), psychological tests,
personality tests, dental inspections, AAU physical fitness tests, AAHPER
fitness test, Navy test, Waves test, Army test, PFI test, Kraus-Webber test,
others (list).

13. In what year were your Posted standing orders for emergency care and
first aid written? Is a person assigned for administering first aid in each
school building?

14. How many school buildings are there in your school system? How many
of these buildings contain a school health suite or room? How many of
these suites are equipped with an examining table?

15. Is there an annual tabulation of data taken from school health records
which shows the percentage of children admitted to kindergarten or first
grade who have not been previously immunized against diphtheria, tetanus,
and whooping cough? Polio?

16. If this number is found to be high, is it called to the attention of the
local health agency?

17. The Massachusetts Department of Public Health recommends that children
and young adults should be immunized or. should receive booster doses
(whichever is. indicated in the individual case) of toxoid for prevention of
diphtheria and tetanus before or during the first year of school, again
at about the sixth grade, and again at about the sophomore or junior
year of high school. In consideration of this recommendation, is there an
arrangement within the school system, or the local health agency, to
implement it? Describe.

18. Upon return of a child to school following an unexplained illness or
absence, what procedure is followed to determine whether or not a cer-
tificate from the Board of Health or the school physician is required?

19. Do you have a routine periodic intradermal tuberculin testing program
for discovering source cases of unsuspected tuberculosis in the home and
to discover converters in children? (A converter is an individual who in

, one year is negative, but who .at another year changes to positive, reveal-
ing a recent exposure to a person with active tuberculosis.)

20. What other official or voluntary agencies are regularly involved in the
home follow-up of children with positive reactions on intradermal tuber-
culin testing?

21. Do you have a formulated policy for tuberculosis control measures in
your school system?. Describe.

SCHOOL MENTAL HEAL,CH PROGRAMS IN MASSACHUSETTS.

The school mental health program is concerned with the emotional and
physical well-being of all children and adults making up the school community.

1. Why does your school mental health program not yet reach all children
and adults making up the school community? What additional personnel,
services 'or programs are needed to attain this objective?
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2. What in-service training program in mental health is being carried on in
your school system?

3. Is there an area mental health center serving your schools? If so, what
services do you receive from this mental health center? Checkprofes-
sional in-service teacher education programs, mental health consultation
service or clinical diagnostic and treatment services to children referred
by schools.

4. Do you consider the services you receive from such a center adequate
to Meet your needs?

5. Approximately what proportion of pupils were referred for diagnosis
and treatment last year?

6. What other community mental health resources are available to your
, schools?

To whom is administrative responsibility delegated for referral of chil-
dren and their parents to a mental health center or other resources?

8. Through whom are mental health services coordinated with school health
services?

9. What is the major responsibility of the following personnel in respect
to the school mental health programschool superintendent, school prin-
cipal, school teacher, school physician, and school nurse?

19. Where are your mental health records kept? Who has direct access to
them? Who interprets them to other school personnel as needed?'

Obtaining information to answer questions such as those listed
above is only the first step in evaluation. Stich information needs
to be compared with accepted criteria, or standards. In Massa-
chusetts, data obtained through use of the self-study form are
compared with standards contained in a companion publication,.
The Administrator's Guide for the School Health Program'

USE OF STATISTICAL DATA

The application of statistical methods to school health service
data is a useful procedure provided data are accurately collected
and properly interpreted. Statistics measure the volume and type
(4 work done. Although they do not measure quality, they may
at times lead to a quality judgment.

Types of Data To Be Collected
In determining the kind of data to be collected, school health

service personnel must accurately define .their goals and policies
and, insofar as possible, design their reports for the purpose of

= ibid.
' Commonwealth of Massachusetts. The Administrator's Guide for the

School Health Program. Boston: Commonwealth of Massachusetts, Depart-
ments of Education, Mental Health, and Public Health, 1957.
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determining whether goals are being achieved and policies carried
out. Items to be reported must be clearly defined and be capable
of being enumerated without imposing undue burden upon the
staff. They should be designed to measure a procedure or service
the measurement of which will be of practical usefulness. Above
all, the participating staff must understand the definitions of items
and the use to which their reports are to be put, so that they will
be motivated to collect data accurately.

Statistics can be used to establish a base line from which positive
goals of service may be projected. For example, schools may secure
data that give the percent of first grade pupils successfully vac-
cinated against smallpox and immunized against other preventable
diseases, the number of entering children who have been examined
by their family physician, the number who visit a dentist during
the year, and the frequency with which parents are present at
examinations of young children. These data can be gathered each
year, the figures for each successive year being compared with
those of previous years.

Considering Related Factors

Statistical data measure only volume of activity and must be
interpreted in conjunction with other facts. For example, the data
may indicate that every child in School is tested annually for visual
acuity: But unless desirable testing techniques are used, appropri-
ate facilities are available, and the f011ow-up of children is
thorough, the number tested means little.

At times, health service data are useful in a negative way.
They may indicate, for example, that the school physician or den-
tist examined so many children in a given period of time that
he could not possibly have been thorough in his appraisal, or they
may indicate that the nurse is so overwhelmed with emergency
care procedures that she has no time left for health counseling
or for conferring with teachers.

Interpreting Statistical Data

An important but neglected use of statistical methods is for
comparison of schools within the same system. This is feasible
in a metropolitan school system or a state system with standard-
ized reporting and a large supervisory force. however, compari-
sons must be made with great care, for injudicious comparisons are
misleading and unfair.
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A number of practical ratios can be set up and the ratios of
one school compared to another and to an average ratio. As an
example: The number of children referred by classroom teachers
for school medical examination is a measurable item. The per-
centage of pupils so referred may be twice as great in one school
as in another. This difference may be explained by unlike socio-
economic conditions since a higher percentage of referred children
may be expected among an underprivileged group of children. If
socioeconomic conditions are comparable, the difference between
two schools may mean a lack of interest among the teachers of one
school or an. overenthusiastic interpretation of the signs of ill
health among the teachers of the other school. The difference
may be the result of the teachers' opinion of the value of referral.
Any or all of these factors may influence reports from the two
schools, but their significance cannot be determined without a
review of the total situation on an individual basis. Statistics can
only point to the need for such a review;

Another example of the use of such methods may be cited. The
percentage of pupils referred by teachers for medical examination
may be identical in two schools. Yet the percentage of children
actually found by medical examination to need treatment may be
twice as great in one school as in the other. Such difference may be
explained by good or poor selection of children by teachers or by
variations in standards used by examining physicians. Again, these
possibilities must be analyzed by a review of the total situation,
but the marked difference in ratios shows the. -need for such study.

"Average" Is Not "Normal"
A word of caution is in order concerning the use and interpreta-

tion of the "average" figure in school health service statistics.
There is a strong tendency to use the average as a "normal" or
"desirable" figure and to press the school that is out of line back
into place. Since so many variables are present in health appraisal
and other health service activities, the most that can be- said for
a ratio of service which markedly deviates from the average is
that it call for investigation.

Reports on Defects Corrected
The number of defects found and corrected are often reported

and cited as proving the value of school health services. Such
reports must be viewed with great caution. Too often the data
neither weigh the seriousness of the defects specified nor indicate
the nature or extent of the corrective action taken. A "cardiac
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defect" may mean anything from a murmur that is clearly func-
tional in nature to an advanced case of rheumatic heart disease.
Correction of a defect may mean that parental action has been
taken to correct a condition school personnel knew nothing about.
The difficulty of defining precisely what constitutes a defect and
what constitutes a correction is so great that certainly no school
should consider reporting results in these terms without first
defining the terms. The basic premise of this type of evaluation
has merit, I.nwever, since it considers measuring the degree to
which funds mtal objectives are achieved.

ADAPTING MEASUREMENTS TO THE SITUATION

Evaluation must be based on the existing local situation and
motivated by an honest desire to change it for the better. As
previously noted, the group undertaking a survey must select
standards and measurements appropriate to the particular pro-
gram and community. In addition, the group must be certain that
it is not utilizing the survey to defer the painful process of facing
up to a problem which should be perfectly obvious to everyone.
Such action can only becloud or delay improvement to the detri-
ment of the community.

Considering Local Problems
The same principles hold for whatever continuing methods of

evaluation a school plans to use. The methods suggested in this
chapter may not be feasible for every sch:)ol since the
methods selected for evaluation should be influenced by the special
health problems prevailing locally. For example, in an o.rea where
hookworm infestation is widespread it is logical to concentrate on
finding out how many symptomatic cases of hookwol u disease,
unknown to the school are coming to the attention of local
physicians.

Where community resources are inadequate, it may be necessary,
for a period of time at least, to give priority to certain health
problems. Guidance in selecting priorities in terms of types of
problems is offered by a publication which suggests that the prior-
ity a condition should command, in regard to .care and follow-
through, depends on the degree to which the condition-

1. Interferes with satisfactory progress in school.
2. Affects unfavorably the emotional status of the child.
3. Is amenable to preventive measures.
4. Is progressive to a serious handicap or disease or is likely to affect

the eventual health of the child.

1
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5. Is common to many' children throughout the country or is peculiar to
the specific community.

6. Endangers the health of others in the family or community.
7. Is correctible by medical treatment.
8. Requires limited expenditure of funds per case.
9. Has been neglected in the past.

10. May be adequately treated by facilities and personnel which are or
can be made available.'

Selecting Areas for Evaluation
Even if it were possible for a school health service to

utilize all of the suggestions in this chapter at the same
time, it would not be desirable. This would be so demanding of
time and personnel that evaluation would overwhelm service rather'
than contribute to its growth. Certain aspects of a program can be
evaluated annually as suggested in the discussion of school health
service data and statistics. Other aspects, particularly those con-
cerned with the achievement of fundamental objectives, may best
be scrutinized on a selective basis. This scrutiny should be turned
on different aspects of service only after assurance that the one
previously evaluated is functioning satisfactorily.

Although a school or community may at times concentrate its
efforts at evaluation on a particular part of the program, it is
desirable that such activity be viewed in the light pf total evalu-
ation needs. This idea is expressed in recommendations of the
Third National Conference on Physicians and Schools. A group
at this conference suggested.

1. That evaluation standards be checked at regular intervals.
2. That the child's cumulative health record be constructed so as to provide

information necessary for future evaluation of the school and community
health program.

3. That periodic re-appraisals of the whole child be made and compared
with the goal for that child.

4. That the over-all follow-up program be considered in relation to the order
of priority.

5. That the over:all plan be re-appraised and evaluated periodically.
6. That the need for research in continuing evaluation be kept in mind.
7. That two types of evaluation fornis be used: (a) for evaluation of the

individual child and (b) for an over-all evaluation of the health
program."

U.S. Office of Education, Federal Security Agency, Children's Bureau,
Committee on School Health. Priorities in Health Services for Children of
School Age. Washington, D. C.: Government Printing Office, 1950. pp. 17-18.

American Medical Association. Report of the Third National Conference
on Physicians and Schools. Chicago: the Association, 1951. p. 40.
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IN SUMMARY

Several methods of evaluation have been presented. One involves
an estimation of how nearly the health service program meets its
stated objectives of protecting and promoting the health of chil-
dren. Are children Who need professional attention being found?
Are children referred for professional attention receiving the care
they need? Are pupils and parents learning more about the protec-
tion and promotion of health?

Program practices may be checked against recommended stand-
ards. This type of survey can be carried on by a representative
panel of experts or, better still, from-the standpoint of in-service
education, by lay and professional individuals within the commu-
nity. The advantages of the community self-survey lie in the seeds.
of action it carries with it. Neither type of survey should be under-
taken unless there is a sincere desire to cha.nga existing practices
for. the better. The standards against which practices are matched
should be realistic in the light of the local situation. Surveys of
this nature serve primarily to provide data which a school can use
in planning or reorienting its program.

Regardless of the methods employed, it is imperative that evalu-
ation be in terms of clearly defined- objectives for the partiCular
school or school system. Evaluation begins with the formulation
of program objectives; in turn, evaluation leads_to- a restatement
of goals.
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Chapter

Historical High Lights

Modern school health services have evolved gradually from
pioneer programs that centered around problems of school sanita-
tion and communicable disease control. Although the beginnings
of many activities are somewhat masked by a lack .of complete
historical :lat..% there is sufficient information to highlight some
of the important milestones and to indicate some of the. nummus
forces that brought about changes. Particular attention will be
given, to the various groups that provided leadership to school
health services and to publications which, because of their character
and the scope of their distribution, helped to develop the philosophy
which guides these activities today.

School health services are closely related to the broader fields of
education, medicine, and public health and consequently have been
.modified in accord with progress in these fields. The way these
areas of endeavor have affected' school Health services will be de-
scribed in later 'paragraphs.

BEGINNINGS

The earliest recorded school health services activities were of
European origin. From such efforts came part of the heritage of
programs in the United State's:

European Roots
School health services in Europa developed from initial. work

directed toward the betterment of general health conditions in
educational institutions. A French law of 1833 charged school'
committees of cities and towns with the duty, of keeping school-
houses clean. Four years later, the female supervisorS of maternal
schools (kindergartens) were' instructed to watch over the health
of little children. An 1842-43 Paris statute required that every
boys' and girls'. school be visited by a physician to "inspect the
localities" and olz1:ve the general health' of the children.1

Gulick, Luther S., and Ayres, Leonard P. Medical Inspection of Schools.
New York: Russell Sage Foundation, Charities Publication Committee, 1908.
p. 18.
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Although these were path breakers, it was almost 40 years before
organized health programs were developed in other European cities.
Brussels established a program in 1874 by appointing physicians
who were scheduled to visit schools three times each month:
Similar programs were developed in Paris in 1879, Antwerp in
1882, Hungary in 1386, Moscow in 1888, Leipzig and London in
1891, and in Weisbaden in -1896.2

In this early period the most comprehensive and successful pro-
gram' of health examinations was that initiated. in Weisbadem-
Germany. By 1898, this plan was generally adopted throughout
most of Germany. It WAS also widely copied by other nations.

Efforts to guide and protect the health of school children spread
rapidly to' other countries. An 1899 Roumanian law decreed that.
all school children be examined yearly. In 1908, a national "Medical
Inspection Act" was passed in England., This represented the fore-
runner of present school health services in Great Britain."

In the western hemisphere, Argentina established a comprehen-
sive program shortly after the turn of the century. It provided
fol. the vaccination of school children, the inspection of school
sanitation conditions, the visiting of sick children in their homes,
the identification of communicable diseases, and the provision of
medical advice to teachers and pupils.

'Early Activities in the United States
The beginnings in. this country of activities now classified as

school health services can be traced to the latter years of the nine-
teenth century. Certain pioneer work, however, was evidenced
even before this time.

William A. Alcott (1798-1S59) , a distinguished educator, physi-.
clan, and school .health pioneer, expressed an early interest in the
health of school children. Ha wrote in 1840:

Until the teachers of the schools can be trained to a thorough and practical
knowledge of the science of human iYfe and health there will be a thousand
things of frequent, if not daiI-T, recurrence in every school which will require
medical attention. Or, to say the least, there will be daily or hourly recurring
cases which will raise these enquiries in the minds of the honest, faithful,
inquiring teachers who .hays their, minds turned to the subject of health, and
a desire implanted in their bosoms to obey its laws, which they will remember
or note down, and be glad to present to the medical man at his semi-weekly,
weekly, or monthly visits. For, say what we will of the novelty of such a

= Wood, Thomas D., and Rowell, Hugh G. Health Supervision and Medical
Inspection of Schools. Philadelphia: W. B. Saunders Co., 1927. 637 pp.

Wilson, Charles C. "School Health Services in England and the United
States: A Comparison." American Journal of Public Health 42: 649-54;
June 1952.



HISTORICAL HIGH LIGHTS 363

plan or proposal, our schools ought to have their regular physicians, as much
as our houses of industry,' our almshousc 1, or our penitentiaries'

A decade later, in 1850, Lemuel Shattuck (1793-1859) recom-
mended a procedure by which pupils would observe the health of
themselves and their classmates. He proposed that the teacher ap-
point a "sanitary committee of the scholars," upon the commence-
ment of school, and that on the first day of each month they should
appraise the class under his "superintendence." According to
Shattikk:

Such a measure le simple, would take but a few minutes each day, and
cannot operate otherwise than usefully upon the children, in forming habits
of exact observation, and in making a personal application of the laws of
health and life to themselves. This is education of an eminently practical
character, and of the highest importance.'

Toward the end of the nineteenth century other evidences of
concern for the health of school children were manifested. In 1872
a "sanitary superintendent" was employed by the Elmira, New
York, Board of Education to cope with the "alarming prevalence
of smallpox." 6 Frequent examinations of school children, exclusion
of the unvaccinated, and supervision of sanitary conditions were
included under his activities.

The first public school medical officer in the United States was
appointed by the City of New York in 1892.7 Two year later, in
November 1894, 50 "medical visitors" were appointed in Boston.8
These physicians visited the schools each day and examined "all
children thought by their teachers to be ailing." This program
represented the first city-wide system of medical inspection and
served as the pattern for subsequent organization in other cities.

Compar rirograms were begun in Chicago in 1895, New York
in iv- -hiladelphia in 1898.° Physicians were appointed in

4 Aley'% iliam A. Health in CoMmon Schools. Boston, 1840. (Quoted by
James F. Rogers in Federal Security Agency, U.S. Office of Education, "Health
Services in City Schools." Biennial Survey of. Education in the United States
1938-40. Vol. I. Washington, D.C. Government -Printing Office, 1940. Chapter 5.

Shattuck Lemuel. Report of the Sanitary Commission of Massachusetts.
Facsimile edition. Boston: Dutton & Wentworth, 1850. p. 179.

Kilander .H. F. Health: Services in City Schools. Federal Security Agency-,
U.S. Office of Education, Bulletin #20. Washington, D. C.: Governmer:.:- Print-
ing Office, 1952, p; 1.

Ravenel, M. P., editor. AHalf Century of Public Health, Jubilee Historical
Volume of the American Public Health Association. New York: the Associa-
tion, 1921. 461 pp. (See section, on "Child Welfare Work in the U.S." by
Philip Van Ingen.)

Kilander, op. cit., p. 1.
U.S. Department of the Interior, Bureau of Education. "Medical Inspec-

tion in Schools." Report of the U.S. Commissioner of Education, 189748.
Vol. II. Washington, D. C.: Government Printing Office, 1899. pp. 1489-1511.
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these cities to "inspect pupils suspected of having contagious
diseases."

Broadening Activities and Concepts
Due to new procedures for the prevention and control of com-

municable disease, new facilities for patient care, and the publicity
and success of school medical inspections, health' services in the.
public schools expanded rapidly around the turn of the century.
The large number of pupils with acute sickness disclosed in cities
possessing systems of inspections helped to justify existing pro-
grams and bring about increased services. The combination of these
developments ushered in a new era of greatly broadened activit,:es.

In 1899 the legislature of Connecticut made compulsory the
examination of all public school children for visual defects. Test
cards and instructions for the;.r use, were furnished by the State
Board of Education to the superintendent, principal, or teacher
responsible for the testing program. Notification .of ...the parents
or guardians of pupils who appeared to have defects of vision was
required.

Routine inspection of all pupils to detect contagious eye and
skin diseases was provided ;n New York City in 1902. A year later
New Jersey authorized boar1s of education to employ school physi-
cians, and in 1904 Vermont passed legislation requiring "annual
examination of the eyes, ears, and throats of school children."
Massachusetts made medical inspeetion mandatory in all public
schools of the Commonwealth in 1906.10

Many children wit:, were excluded as a result of medical inspec-
tions suffered from tha so-called "nuisance diseases" of pediculosis,
scabies, and impetigo. A significant percentage received:no care but
simply' stayee out of school. To solve this problem in New York,
Lillian Wald loaned one of the Henry Street visiting nurses for a
demonstration in a few schools. This nurse counseled parents and
encouraged them to secure needed treatment or to follow proper
care procedures. The experiment vas so successful that the first
municipally supported_ school nursing service in the United States
evolved in New York in1-902.11.

The ensuing growth of school nursing-prograins.was rapid. Los
Angeles and Philadelphia established similar services in 1903, and
Boston followed in 1905. By 1911 there were 102 cities employing
some 415 school nurses. Two years later the New York City pro-

Means, Richard K. A. History of Health. $ducation in the United. States.
Philadelphia: Lea and Febiger, 1962. 412 pp.

" Ravenel, op. cit.
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gram alone had expanded to 176 nurses.'- By 192a, 84 of the 86

cities surveyed by the American Child Health Association had
developed nursing services in their schools. Sixty-nine of these
same cities also had physician services, while some form of physical
examination was universal.'3

In most instances the first school nurses were financed by visit=
ing nurse associations, settlement houses, or similar organizations.
Only after demonstrating the value of their work were they em-
ployed by the health department or public schools. Although
originally utilized to assist in the control of communicable diseases,
the role of the school nurse has greatly changed over the years.

Further illustrative of the broadening concepts and practices in
school health 'services was the beginning of dental health work. As
early as 1898 the Cleveland Dental Society requested that dental
inspections be introduced into the schools. Although it. was a
decade later before permission was granted and a demonstration
program launched, by 1910 all Cleveland city school children had
received a dental examination and four centrally located clinics for
treatment had been established.'4 The first school dentist was ap-
pointed some years earlier in 1903 in Reading,.Pennsylvania.

The dentai hygienist movement, largely paralleling the growth
of school dental programs, was initiated by Alfred C. Fones,
although the basic idea dated back to the early 1880's when it was
suggested that women be trained as dental hygienists. In 1913

Fones obtained a $5,C00 appropriation from the city of Bridgeport,
Connecticut, to establish a school dental clinic and an educational
program. In the same year he opened the first- school for dental
hygienists.' 5

Open-air schools, intended generally for the more efficient care
and instruction of physically below-par children, also had an early
twentieth-century impact on school health services. Conceived in
Germany_in 1904, the open-air school idea in the United States owes
its origin to the movement for the prevention and treatment of
tuberculosis. Ayres, a pioneer proponent of the idea, reported that
"the credit and honour of establishing the first open-air school in
the United States belongs to the city of Providence, Rhode Island,

"Mitchell, Harold H. "Forty, Years of Sch..:,o1 M<dical Inspection." Journal
of Pediatrics 7: 1-8; November 1935.

"American Child Health Association, Research Di *sion. A Health Survey
of 86 Cities. New York : the Association, 1925. 614 pp.

"U.S. Department of the Interior, Bureau of Education. Report of 1910.
Washington, D. C.: Government Printing Office, 1910. p. 140.

" Fones, Alfred C. .Mouth Hygiene: A Course of Instruction for Dental
Hygienists. New York: Lea & Febiger, 1916. 530 pp.
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where the work was begun on January 27, 1908." 1" Within the
same year, Boston, New York, and Chicago established "outdoors
schools." Soon there were open-air classes or schools in all parts
of the country.

Open-air classes focused attention on the need for controlling
tuberculosis and undernourishment in school-age children. They
were gradually replaced, however, by more effective ,Measures for
solving these problems, namely, the use of tuberculin tests and
x-rays for identifying tuberculous children and improved home
feeding and other home care measures for helping the under-
nourished. Moreover, school personnel recognized that all children
needed classrooms which were properly ventilated and in which air
temperature and humidity were kept at desirable levels.

FACTORS INFLUENCING CHANGES

Many factors exerted directing and modifying influences on the
development of school health services in the United States.
Although the relative importance of separate forces is undetermin-
able, each of the following factors directly or indirectly produced
changes.

1. Successful school health practices in foreign countries, par-
ticularly European nations

2. Changes in the philosophy of education
3. Alterations in social viewpoints regarding child health and

welfare
4. Expansion of public health programs
5. Medical and scientific progress
6. Impact of health problems stemming from war conditions

and other periods of national crisis
7. Development of the behavioral sciences; greater under-

standing of the growth and development characteristics of
children and youth

8. Leadership and inspiration by pioneering individuals inter-
ested in the well-being of all school children

9. Contributions by professional health associations, govern-
mental health agencies, voluntary health organizations, and
institutions of higher learning

10. Development of organized civic groups whose concern about
health stemmed -Ifrc:n the interest of school patrons

"Ayres, Leonard P. Opeit-Air Schools. New York: Doubleday, Page & Co.,
1910. p. 46.
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11. Financial support, particularly in the fields of research,
demonstration, and experimentation, by philanthropic
organizations interested in child welfare.

These and other factors have shared in the organization, integra-
tion, and improvement of programs of school health services. All
have contributed directly or indirectly in the development of the
philosophy which guides operational practices today.

Changes in Educational Philosophy
During the past half-century, developments in educational philos-

ophy have portrayed a shift from a solely subject matter approach
to one which includes attention to child growth and development.
Before 1900 teachers and administrators were concerned almost
exclusively with intellectual development and the acquisition of
facts. As time went on, however, such matters as growth, hearing,
vision, nutrition;:and general health status began to receive propor-
tionate emphasis.

This change brought the physical, mental, and social needs of
children and youth to the attention of school personnel. With the
acceptance of a more balanced concept of education, school person-
nel became more interested and concerned with services which-
safeguard good health and have accepted these as essential to effec-
tive education.

Expansion of Medicine and Public Health
Concomitant with changes in educational philosophy were the

expansion and extension of public health activities. Public health
programs related to protecting and promoting child health received
emphasis and were directed toward infants, preschool children,
and children of school age. Particular attention was devoted to
problems of mental health, nutrition, handicapped children, P Id the
prevention of tooth decay.

The discoveries of modern science and increased recognition of
the importance of health fostered the growth of medicine and public
health. Beginning late in the nineteenth century, great advances
were made in pediatrics and other fields concerned with child
groWth and development. This was evidenced by the wealth of data
obtained from medical, clinical, and laboratory observe tiod and
measurement that was assembled and reported by the Committee
on. Growth and Development at the 1930 White House Cunfarence
on Child Health and Protection.17

" White House Conference on Child Health and Protection. Growth and
Development of the Child. Committee on Growth and DeveliiPment, Section I
(Kenneth,D.Blackfan, Chairman). New York: Century Company, 1932. pp. 51-66.
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Cognizant of the lag between knowledge and its application to
life situations, efforts have been focused on overcoming this gap.
The nature and scope of medical, educational, and public health
activities have greatly broadened to facilitate more expedient
understanding and acceptance of desirable health practices. The
process has been augmented by private, professional, voluntary,
and governmental programs.

Impact of National Crises

The public reacts more favorably to health and welfare services
in times of national emergency or crisis than during periods of
relative peace and security. This fact has been consistently empha-
sized at the time of each great war, particularly World War I and
World War II.

Wood and Rowell portrayed the influence of the First World War
on school health activities. They reported:
Because of the War as such and because of the economic readjustments which
followed it, the period from 1914 to 1926 may be considered one of a typical
progress and of undetermined significance in school health work, except that
the poor condition (mental and physical) of recruits served as an impetus
to increasing interest in more comprehensive public health programs!'

Much publicity was given to-the large percentage of draftees
who were rejected because of disq4alifying defects during World
War I. With the mistaken notion that increased physical educa-
tion would prevent or correct such defects, many states passed laws
making physical edwAtion in schools mandatory. Patty indicated
that "almost all of the states enacted laws concerning health and
physical education between, 1918 and 1921." 19 Although this
legislation had beneficial results, it was readily apparent that it did
not result in the prevention of disqualifying defects.

Large numbers of men were again rejected. by Selecti e Service
examiners daring World War II and subsequent conflicts. Analysis
of these data, however, revealed that they were not appropriate for
an evaluation of changes in health conditions. The health status
of volunteers was not included in statistical tabulations. Rejeictees
were often examined more than once, and the results of each exam-
ination recorded in summaries of examination results. Further-,
more, educational disqualifications were included as cause's for
rejection, and many of the physical causes of rejection were neither

" Wood and Rowell, op. cit., p. 24.
"Patty, W. W. "Trends in the School Health Program." Journal of Health

and Physical Education 16: 183-85, 223-25; April 1945.
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preventable nor correctable. The situation did, however, cause
some schools to reassess their health service efforts.

GROUPS PROVIDING LEADERSHIP AND GUIDANCE

Since effective school health services require cooperative effort
by persons of various disciplines, it is not surprising that many
professional organizations, voluntary associations, private groups,
federal agencies, and colleges and universities have shared in pro-
viding leadership and guidance in the development of school health
policies and procedures. Brief reference to certain selected groups
should help reveal the widespread interest in school health work
and the assistance rendered toward improved programs. The his-
torical backgrounds of organizations described in the following
section point out the contributions they made to school health serv-
ices through their activities and publications.

The Joint Committee on Health Pro? !ems in Education
of the National Educbtion Association and
the American Medical Association

This professional committee was established in 1911 through
the union of separate committees of the National Education Asso-
ciation and the American Medical Association. Each of these asso-
ciations was interested in child health and each had worked inde-
pendently in this area for many years. However, it was not until
the president of the AMA suggested that a committee of his organi-
zation viAt the convention of the NEA, in 1911, that the two
associations joined forces.2° The AMA suggesiion was accompanied
by an offer to work cooperatively with the NEA and an expression

2" When the AMA committee visited the NEA convention in San Francisco in
1911, the National Council of Education of the NEA was the group to receive
its suggestion and act on it. Charles H. Keyes, president of the National
Council, appointed the committee members. These were: Thomas D. Wo)d,
M.D., chairman; David Starr Jordan, president of Stanford University;
Jacob A: Shawan, superintendent of schools, Columbus, Ohio; William H.
Burnham, Clark University; John F. Keating, superintendent of schools,
Pueblo, Colorado; William H. Allen, Bureau of Municipal Research, New York
City; Clark W. Hetherington, Chicago, Illinois; Philander P. Claxton, U.S.
Commissioner of Education; and A. E. Winship, editor of the Journal of
Education. Dr. Charles H. Keyes, who had appointed the committee, also
participated as an active member. The AMA committee appointed at a later
date by the AMA consisted of R. W. Corwin, M.D., chairman, Minnequa
Hospital, Pueblo, Colorado; John M. Dodson, M.D., Rush Medical College,
Chicago, Min ids; and M. J. Rosenau, M.D., Harvard University, Boston;
Massachusetts.
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of belief that joint efforts would result in greater rewards than
if each 'worked independently.

Initially the Joint Committee was composed of two cooperating
committees, one from the National Council of Education of the
NEA and one f rom the AMA. Since 1939, when the Committee
was reorganize6, it has been composed of 10 members, five ap-
pointed by each parent organization, and it has functioned as a
unit rather than as two separate groups.

The Joint Committee has played a leading role in the three pri-
mary areas of the school health program: health services, health
instruction, and healthful living. The initial work of the Committee
was in the area of rural school health, and its first publication in.
1914, Rural Schoolhouses. and Grounds,'' was a treatise on the
construction of rural school buildings "from the sanitary and
educational point of view." 22 A second publication, Minim:cm
Health Requirement? for Rural Schools," was also published in
1914. This eight-page pamphlet presented the special problems
of the rural school and then established minimum standards for
lighting, ventilation and heating, water, furniture, and toilets. In
reportS to the NEA, the Joint Committee chairman stated that
several states had :clopted the report as a standard for rural schools
and that there was evidence that it had exerted a marked influence
in improving rural school sanitation.- Over 800,000 copies of this
paniphlet were distributed.

Following its first efforts in rural school health problems the'
Joint Committee realized that the solution of health problems would
need to be approached not only through improvement of the envi-
ronment but also through improved preparation of teachers and
attention to the personal health of the child. This broadened view
led the Joint Committee to cooperate with other organizations and
to provide leadership in focusing the attention of the public and the
professions on the problems of health in education.

Dresslar,' Fletcher B. Rural Schoolhouses and Grounds. U.S. Bureau of
Education, Buil..tin 1914, No. 12. Washington, D. C.: Government Printing
Office, 1914. lfi2 pp.

Ibid., p. 7.
" Joint Committee on Health Problems in Education of the National Eduvati on

Association and of the Council on Health and Public Instruction of the American
Medical Asnociation (Thomas D. Wood, Chairman), Minimum Health Re-
quirements nr Rural Schools. Chicago: American Medical Association, 1914.
8 pp.

" Wood, Thomas D. "Report of the Joint Committee on Health Problems in
Education." Addresses and Proceedings, 1926. Washington, D. C.: National
Education Association, 1926. Vol. LXIV. p. 174.
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A second outstanding accomplishment of the Joint Committee
was the publication of the book Health Education.25 The first edi-
tion was the result of two years of endeavor by a technical com-
mittee of 27 experts. This was among the first publications pre-
pared specifically for teachers in training. Health Education has
been revised and rewritten four times: the most recent edition
being that published in 1961.. Health Education and the companion
books, School Health Services-' and Healthful School Living, 2' con-
stitute a triumvirate of publications that are highly valued in the
field of school health.*

The work of the Committee has not been limited to publications ;28
it has adopted and disseminated many important resolutions and
recommendations. At its annual meeting the Committee gives con-
sideration to problems brought to its attention by educators and
physicians and, if it deems it desirable, prepares a recommendation
or passes a resolution. Such recommendations and resolutions are
published in various education and health

In recent years the Joint Committee has ned itself with
recommendations and resolutions on such topics as release of chil-
dren from schools during the school day, cooperative efforts in
planning health service programs, programs for defending against
disasters, the need for public education in the area of fluoridation
of public water supplies, the need for periodic medical examina-
tion of school children by the family physician, and the utilization
of the dental profession in dental health programs. These are just
a few of the statements and-resolutions which have been concerned
with school health services. Many more have been passed in the
areas of health instruction, physical education and athletics, re-

25 National Education Association and American Medical Association, Joint
Committee on Health Problems in Education. Health Education. Washington,
D. C.: National Education Association, 1924. 164 pp.

20 School Health Services. Washington, D. C. and
Chicago: the Associations, 1953. 486 pp.

27 HealtLful School Living. Washington, D. C.
and Chicago: the Associations, 1957. 323 pp.

* In the development of its major publications, the Joint. Committee utilized
the assistance of selected editors. The editors of the various editions of the
publications were: Health Education, 1st edition (1924), Thomas D. Wood,
M.D.; 2nd edition (1930), Thomas D. Wood, M.D.; 3rd edition (1941) , Anne
Whitney; 4th edition (1948), Charles C. Wilson, M.D.; 5th edition (1961),
Bernice R. Moss, Ed.D., Warren H. Southworth, Dr. P.H., and John L.
Reichert, M.D.; Healthful School Living, 1st edition (1957), Charles C.
Wilson, M.D.; School Health Services, 1st .and 2nd editions (1953 and 1964),
Charles C. Wilson, M.D.

" The Joint Committee has published 52 separate books and pamphlets
since 1911.
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search and experimentation, and environmental needs. 29 Through
the persistent work and efforts of its members and through the
leadership of its officers, the Joint Committee on Health Problems
in Education has become one of the most respected and influential
groups in school health.

American Association for Health, Physical Education,
and Recreation

In 1937, through an amalgamation of the Department of School
Health of the NEA with the American Physical Education Associa-
tion, the American Association for Health, Physical Education, and
Recreation was formed. The new Association became: a depart-
ment of the NEA and established an office in Washing' ,m with a
full-time secretary.

Organvationally, the Association elects vice-presidents each year
in the specialized fields of health education, physical education,
recreation, men's athletics, women's sports, and safety education.
Various sections and committees exist within each of the divisions.

As one of the largeb,: departments of the NEA, the AAHPE. & R,
as it is known, has stimu;ated other departments of the National
Education Association to consider school health activities as a part
of their more specialized work. It has likewise assumed leadership
in cooperation with other professional and nonprofessional groups.

Title Association publishes the Journal of Health, Physical Edu-
cation, Recreation, which regularly includes articles relating to
school health education, and the Research Quarterly, which is de-
voted t., current investigation in the fields of the Association's
interests. Talks, discussions, and symposia various aspects of
school health work are included on the pre dn of its national con-
ventions, as well as in meetings of its district, state, and local
affiliates. Conferences on various specialized aspects of school and
college health are a continuing function of the American Associa-
tion for Health, Physical Education, and Recreation. The Associa-
tion is also an active member of the International Council for
Health, Physical Education, and Recreation, founded in +die summer
of 1959. The document, School Health Practices in the United

" A complete listing of the resolutions and rec=ommendations of the Joint
Committee may be found in the appendix of the following dissertation: Nolte,
Ann E. "An Historical Studrof the Joint Con -G1ttee on Health Problems in
Education of the National Education Association and the American Medical
Association." Unpublished doctoral dissertation. Columbus: Th Ohio State
University, 1963.
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States," published in 1961, was one phase of an international sur-
vey of school health programs and activities conducted by the
Council in cooperation with the World Confederation of Organiza-
tions of the Teaching Profession (WCOTP).

American Public Health Association
Early concern for the health of school children was shown by the

American Public Health Association. This organization was found-
ed on September 12, 1872, and at a meeting for the formal presenta-
tion of papers in the following year, Andrew D. White "opened up
the topic of 'Sanitary Science in Its Relation to Public Instruc-
tion' ." 31 Over the years, many sections of the Association inter-
ested in school health have arranged to meet periodically for the
exchange of ideas on school health programs and procedures.

The School Health Section, founded in.1942, functions by means
of committees organized to study and report on particular problems.
It holds numerous meetings in conjunction with the annual con-
vention of the Association, some of which are planned jointly v--,h
other sections. Many of the papers presented at these sessions, as
well as committee reports, are published in the American Journal
of Public Health.

American School Health Association
On October 17, 1927, the American Association of School Physi-

ciaris was. founded, largely through the efforts of William A. Howe.
It was created to meet an urgent need "to stimulate greater interest
among physicians, by their mobilization, in health work in schools;
to raise the standard of the service and to provide more compe-
tent leade-ship for the work."32 Seven years later the organization
opened its membership to school health workers of various profes-
sional backgrounds and become the American S thool Health Asso-
ciation.

In 1931 the organization began publication of the School Physi-
cians Bulletin. This later became the Journal of School Health, a
publication devoted to disseminating information on school health
activities and problems.

"'American Association for health, Physical Education, and Recreation.
School Health Practices in the United States. Washington, D. C.: the Associa-
tion, a department of the National Education Association, 196111 238 pp.

" American Journal of Public Health. "The American Public Health Associ-
ation." American Journal of Public Heath 37: 1467-76; November 1947.

"School Physicians'Etilletin. "Fifth Anniversary of the American Associ-
ation of School Physicians" School. Physicians Bulletin 2: 8; September 1932.
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The Association meets annually with the American Public Health
Association. In addition to its own sess ins, it cosponsors meet-
ings with the School Health Section and other sections of the Ameri-
can Public Health Association. Numerous committees study current
problems and prepare reports suggesting solutions.

American Medical Association

The American Medical Association, founded in 1847, has long co-
operated in many public and school health undertakings. In addi-
tion to its leadership role with the Joint Committee on Health
Problems in Education, the organization has consistently promoted
the betterment .of health for all people. Its popular periodical
flygeia and its later counterpart Today's Health, along with the
Journal of the American Medical Association, have provided scien-
tific information through the years to professional people and the
general public.

Under the able leadership of W. W. Bauer, M.D., its director for
30 years (1932-1962), the Bureau of Tiealth Education (now
Department of Health Education) led in many new approaches to
health education Of the public. Through this Bureau, the Asso-
ciation fostered and has. maintained an interprofessional approach
to the consideration of Problems related to school health services.
As a part of their responsibilities, members of the staff are active
on numerous committees of a variety of professional organizations
and participate, upon invitation, in workshops and conferences.

A nationwide survey to determine the nature and extent of phy-
sician participation in school health services was conducted in.
1950." This report suggested that medical societies appoint a
school health committee to acquaint physician's with school prob-
lems and to provide an orderly way of coordinating the efforts of
those concerned with, the health of school-age children. Since 1950
biennial surveys of medical society school health activities have
been conducted through state thedical associations. In January
1961, the Dep4rfrnent of Health Education began publication of the
monthly, Health. Education Service for Schools and Colleges." This
publication is intended to- provide teachers, with authentic health
news in concise form and-to help them distinguish "between fact
and fallacy, science and pseudo-science."

American Medical. Association. Physician Participation in School Health
Services. Chicago: the Association, 1950. 62 pp.

21 American Medical Association, Department of Health Education. Health
Education Service for Schools and Colleges 1: 1 -4,; January 1961.
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The biennial Conferences on Physicians and Schools, sponsored
by the Department of Health Education, began in 1947. These
meetings have been of significant value in defining the role of the
physician in the school health program and in clarifying problems
arising in the conduct of school health services. .The national
gatherings, attended by representatives of state education depart-
ments, state health departments, state medical associations, and
national health agencies, have resuned in a series of important
published reports.35

A series bf preconvention sessions on 'school health has preceded
each annual meeting of the American Medical. Association. These
sessions, sponsored jointly by the American Medical Association
and American School Health Association, have dealt with numerous
topics of current interest.

Physical fitness has been a-concern of the AMA. A representative
of the Association has worked with various national fitness commit-
tees, and consultants in fitness have been members of the staff of
the Department of Health Education.

A Committee on Injuries in Sports, organized by the AMA in
1954, became the Committee on Medical Aspects of Sports five
years Tatar, a name more in keeping with its broad interests. The
Commit-tr. ',,as sponsored conferences in the area of its interests.
It has A physicians throughout the country to health problems
associated with sports participation and informed them of ways
in which they can work with physical education teachers, coaches,
recreation leaders, and others in reducing accidents in sports and
in assuring proper care for those who become injured.

The Department of Health Education has cooperated with other
departments of the American Medical Association in bringing
information related to advances in medicine and nutrition to per-
sons concerned with school health programs. Worthy of special
mention is the cooperation with the Department of Exhibits in
building education exhibits, such as "Health Appraisal of School/
Children" and "Seven. Paths to Fitness."

American Academy of Pediatrics

A Committee on School Health of the American Academy of
Pediatrics has been in continuous and active existence since 1931,
making it the oldest committee of the Academy. The Committee
has made' and continues to make important contributions in bridg-

" American Medical Association. Reports of Conferences on Physicians and
Schools: Chicago: the Association.
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ing th.; gap between education and health. Its particular area of
influence lies in bringing physiciani both in practice and in public
health, into more active and effective membership on the school
health team. Among current publications of the Committee are
School Health Policies, originally published in 1954" and re-edited
in 1959,37 and Competitive Athleties.38

An important study of Health Services and Pediatric Education
was spearheaded by the Academy and conducted with cooperation
of the U.S. Public Health Service and the Children's Bureau.39 The
report, published in 1949, included valuable information related to
school health services.

Many additional professional 'organizations have greatly assisted
in the promotion of school health cervices through the years.
Among these- groups have been the American Dental Association
'(1859), the American Academy of Medicine (1885), the American
Nurses Association (1896), the American College Health Associa-
tion (1,920), and the Society of State Directors of Health, Physical
Education, and Recreation (1926).

Federal' Agencies
The United States Office of Education,. Public Health Service, and

Children's Bureau, as divisions of the U.S. Department of Health,
Education, and Welfare, have all displayed an active interest in
school health services. This interest, however, has been focused
almost exclusively on the gathering and dissemination of informa-
tion that described and interpreted existing programs operating in
the various states. This situation has reflected the concept that
both education and public health are, according to the Constitution,
responsibilities of the respective states.

The United States Public Health Service, with a history dating
back to 1798, and the Children's Bureau, created. in 1912, have
been strong supporters of school health. work du:ring the last half-
century. The Office of Education, founded in 1867, began an even
earlier ,interest. The very first report of the United States Com-
missioner of Education concerned itself generally with the status,
progress, and problems of school "hygiene."

3° American Academy of Pediatrics, Report of the Committee on School
Fealth. "Selool Health Policies." Pediatrics 13: 74-82; January 1954.

ZS . "School Health Policies." Pediatrics 24: 672-
82; October 1959.

. 'ompetitive Athletics: A Statement of Policy"
Pediatrics 18: 6712-76; October 1956.

"American Academy of Pediatrics. Child Health Services and Pediab is
Education. New York: Commonwealth Fund, 1949.270 pp.
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The Commissioner's report for the school year 1893-94 contained
the first compilation of "all state and territorial laws affecting
health and saf,ty of school children and those in 17 representative
cities together with a proposed schedule for sanitary investigation
of school houses.'" The report of 1897-98 had a section devoted to
Medical Inspection of Schools:" More recently, the Office of Educa-
tion conducted studies of school health services in city schools in
1922, 1930, 1940, 1950, and 1960.

Official recognition of health education in the Office of Education
began in 1911 with the appointment of Fletcher,B. Dresslar as the
first Specialist in School Hygiene and Sanitation. In 1923 James
F. Rogers was appointed Chief of the Division of Hygiene and
Physical Education, superseding a part-time director, Willard
Small. Rogers' tenure in office of nearly 20 years was marked by
his scholarly contributions to literature in the field and his tireless
and persistent devotion to the betterment of child health.

Private Agencies

For several decades following the turn of the century, a vast
array of national organizations supported by private funds sprang
up, each deVoted to a particular health problem. Such specializa-,
tion greatly accelerated progress in the health sciences as each
interest was exploited, but it sometimes complicated local situations
by distorting the emphasis placed on various parts of the program.
Progress took place according to the strength of the pressures being
exerted by any one group a_ nd the amounts of assistance which were
supplied.

Pioneer groups making notable contributions in school health
services began in 1904 with the formation of the National Child
Labor Committee and the founding of the National Tuberculosis
Association. Other organizations followed, including the American
Mental Health Association (1909) , the National Society for the
Study and Correction of Speech Disorders (1912), the American
Social Hygiene Association, now known as the American. Social
Health Association (1914), the National Society for the Prevention
of Blindness (1915), the American Society for the Hard of Hearing
(1929), and many others. Their names suggest their special inter-

" Clark, Hannah. "Sanitary Legislation Affecting Schools." Report of the
U.S. Commissioner of Education, 1693-94. U.S. Department of the Interior,
Bureau of Education, Vol. II. Washington, D. C.: Government Penting Office,
1895. pp. 1301 -04.,

"Ibid., pp. 148945:1.
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est and indicate relationships with some aspect of school health
services.

A National Child Health Council was formed in 1920 in an effort
to coordinate the rapidly developing programs and to prevent
duplication and overlapping of services. This organization was
disbanded when the National Health Council42 was created a year
later to render the same function on a broader scale, The National
Conference for Cooperation in Health Education organized in 1938
assumed a similar coordinating role'in school health work until it
was disbanded in 1960.

In 1923 the American Child Health Association came into exist-
ence. It was formed by a merger of the previously prominent
American Child Hygiene Association (1909) and the Child Health
Organization of America (1918).43 Although the Child Health
Association was disbanded 12 years later, during its operation it
contributed a volume and quality of professional service to the
scho.ols that wao outstanding. Its investigations, reports, confer-
ences, publications, researches, and advisory services were signifi-
cAnt in providing stimulus and guidance for se1-1:,1 health pro-
grams.

Over a porioci of many years school health personnel and repre-
sentAdves of vo: ,:ntary health organizations have been concerned
with devising ways to promote closer cooperation between the two
groups. A: statement on "Voluntary Health Agencies and the
Schools," 44 approved in 1948 by the Board of Directors of the
American Association for Health, Physical Education, and Recrea-
tion, involved cooperative efforts by that Association, the School
Health Section of the American Public Health Association; and
representatives of voluntary associations. The report dealt with
relationships, teaching aids, and audiovisual materials. In 1955
a committee of the Health Education Division of the gmericA.
Association for Health, Physical Education, and Recreation pre-
pared a statement on "How Schools and 's,Tolurkary Agencies Can
Work Together To Improve School Health Programs." 45 The Corn-

" National Health Council. The National Health Council, New York: the
Council, 1939. 35 pp.

Van Ingen, Philip. The Story of the American Child Health Association,
New York: American Child Health Association, 1938. 44 pp.

"American Association for Health, Physical Education, and Recreation.
"Voluntary Health Agencies and the Schools." Journal of Health, Physical
Education, and Recreation 20: 73-76, 126; Ftbruary 1949.

" American Association for Health, Physical Education, and Recreation.
"How Schools and Voluntary Agencies Can Work Together To Improve School
Health Programs." Journal of Health, Physical Education, and Recreation
26: 35-36; October 1955.
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mittee "worked cooperatively with educators and representatives
of the voluntary health agencies" in formulating suggested prin
ciples to guide cooperative work.

Role of Colleges and Universities
The contributions of colleges and universities in the preparation

of personnel for work in the various phases of school health pro-
.,,grams have been fundamental to progress. They have consistently

provided valuable and influential leadership throughout the years
thrbugh sponsored and supervised surveys, demonstrations, and
research.

Harvard, Amherst, and Williams Colleges began programs of
physiology and health instruction as early as 1818, 1823, and 1851,
:respectively; and the women's colleges of Mount Holyoke, Smith,
Wellesley, and Vassar established similar prOgrams shortly there-
anter.'6 School physicians, often employed as directors of gym-
nasia, were first noted at Amherst College in 1860, followed by Har-
vard College ii,;) 1879. Yale, Johns Hopkins, Bowdoin, Cornell,
Oberlin, Mou.it Holyoke, Vassar, Wellesley, Smith, and Bryn Mawr
Colleges and the Women's College of Baltimore all had school
physicians before 1900.4T

The Child Study Movement, originating in higher education in
the 1890's, did much to foster interest in the health of school-age
children. G. iaanley Hall, Felix Adler, William H. Burnham, John
Dev oT, and others provided stimulation for this idea. The
Pei& gogical Seminary,* an educational journal, helped in the propa-
gat( of the movement through the dissemination of investigative
infon-lation concerning the mental and physical Characteristics of
the

It Ivas not until the twentieth century, however, that child study
prop ams became widespread, built upon productive research and
esta.bIlished around broad and continuing lines. In 1917 the iowa
Chi; 4. Welfare Research Station was authorized by the state as an
integral part of the State University of Iowa, with Bird T. Baldwin
as its first director."' Other laboratory and child development re-

" Rogers, James Frederick. Instruction in Hygiene in Institutions of
Higher Education. U.S. Department of the Interior, Office of Education,
Bulletin #7. Washington, D. C.: Government Printing Office, 1936. pp. 2-4.

Leonard, Fred E. "Physical Training in the Colleges." Journal of the
Proceedings and Addresses. Chicago: National Education Association, 1897.
PP. 909-15.

" Iowa Child' Welfare Research Station. Pioreering in Child Welfaxe: A
History of the Iowa Child Welfare Research Station. 1917-1933. Iowa City:
State University of Iowa, 1933. 80 pp.

* A journal published at Clark Universi4y, 1891-1918.
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search centers soon followed, promoted by the interest and support
of the Laura Spelman Rockefeller Fund. These facilities assembled
and evaluated existing data, conducted controlled experiments, and
developed improved tools for measuring the growth and develop-
ment of children.

During the last few decades, institutions preparing teachers have
provided courses designed to give their students an understanding
of the scope and content of school health programs and of their
roles in such programs. Courses in perSonal and community health
have commonly been supplemented by courses in school health.
Additional courses in such areas as nutrition, safety, first aid, and
mental health have been developed. Many colleges and universities
now offer a minor or a major undergraduate program in health
education as well as advanced graduate study.

Support and Cooperation of Lay Groups
The influence of civic groups, with a concern for children stem-

ming from parental interest, has been a-powerful twentieth century
force in the development of school health programs. Outstanding
among these in its support and cooperation with community health
service for the school child is the National Congress of Parents
and Teachers. Beginning in 1925 and continuing for many years,
this association carried on the "Summer Roundup," intended to
"promote among parents a realization of their responsibility for
sending children to school prepared through adequate medical
attention."'° In recent years the association has advocated a pro-
gram of continuing health supervision for children. It combines,
concern for a prograrh of health examinations and follow-up for
the correction of remediable defects with concern for the education
of parents in the importance of medical and dental services for
their children.

Numerous other national, state, and local committees and groups
have been active in dealing with health problems of children and
Youth. These organizations have materially assisted. in the pro-
motion and coordination of school health activities as a part of the
broader social framework.

LANDMARKS IN LITERATURE AND RESEARCH
Literature relating to the school health program has been pro-

lific during the past four decades. Through constantly broadening
" National Education Association and American Medical Association, Joint

Committee on Health Problems in Education (Thomas D. Wood, Chairman).
Home and School Cooperation for the Health of School Children. Washington,
D. C.: National Education Association, 1937. p. 11.
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referencesbooks, pamphlets, periodicals, proceedings, reports,
government publications, and other sourcesall phases of school
health work today receive extensive coverage. Research in the
field, though less productive by comparison, has increased and has
produced data that have an important bearing on many school
health service procedures.

Certain publications and research studies may be considered
landmarks or guideposts along the road of progress. A selected
few of these will be briefly described.

Important Literature
The earliest known bibliography relating to school health work

was compiled by William H. Burnham and published in 1898.5°
This partially annotated aggregate of books, articles, journals, and
reports contained reference to such school health services as medi-
cal examinations, vision testing, height and weight measurement,
disease problems, and health defects. Affleck built upon this bibli-
ography some years later. Beginning in 1910 and continuing for
almost two decades, his compilations were carried in the March,
June, and November issues of the American Physical Education
Review:5'

A review of health practices and problems in educatiOnal. insti-
tutions was published in 1910 under the title Health and Educa
tion.52 Representing a synthesis of the best opinion of the day, the
book was actually Part I of the Ninth Yearbook of the National
Society for the Study of Education and a lineal forerunner of the
Joint Committee's Health Education. Principal author of this
book which profoundly influenced the field was Thomas D. Wood.

An initial effort to establish guides for school health work was
made by the Joint Committee on Health Problems in Education of
the NEA and the AMA. It resulted in the pamphlet, Health
Essentials for Rural School Children,53 and was published in 1916.
Although directed at rural school education, it was considered of
great value since at that time more than half of the children in

" Burnham, William H. "Bibliography of School Hygiene." Journal of the
Proceedings and Addresses. Chicago : National Education Association, 1898.
pp. 505-23.

" Affleck, G. B. "Bibliography of Physical Training." American PhySical
Education Review 15: 193 -209; March 1910.

"National Society for the Study of Education. Health and Education. Ninth
Yearbook, Part I. Chicago: University of Chicago Press, 1910. 110 pp.

National Education Association and American Medical Association, Joint
Committee on Health Problems in Education (Thomas D. Wood, Chairman).
Health Essentials for Rural School Children. Chicago: American Medical
Association, 1916. 24 pp.
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the United States were being educated in rural schools. The three-
fold purpose of the pamphlet was to state the current health condi-
tions of rural school children, to propose and recommend practical
measures considered necessary for the health care of children in
country schools, and to report outstanding efforts which were then
being made to provide health care for rural school children.

A further effort to establish guides for school health work re-
sulted in the 1923 report Health for School Children." This docu-
ment, published by the United States Office of Education, was the
work of an Advisory Committee on Health Education of the
National -Child Health Council under the chairmanship of L.
Emmett Holt, M.D.

During the 1920's the Joint Committee of the NEA-AMA issued
numerous important reports dealing with school health services.
Among the most significant were Health Improvement in Rural
Schools,, and Health Service in City Schools of the United
States,5° in 1922; the- first edition of Health Education," in 1924 ;
Conserving the Sight of School Children,5° in 1925; and The
Deafened School Child,'" in 1928.

Of the series of White House Conferences on Children and Youth,
held once each decade since 1909, the third meeting was one of
the most productive. From this gathering in 1930 came numerous
reports relating. to child health."° It considered elements of home
and school cooperation ; identified problems of rural, Negro, Indian,
private, and parochial schools; and outlined recommended proce-
dures of school medical, dental, nursing, and nutrition services.
Because of the auspices under which the conference was called and

National Child Health Council, Report of the Advisory Committee on
Health Education. Health For School Children. Federal Security Agency,
U.S. Office of Education Study #1. Washington, D. C.: Government Printing
Office, 1923. 75 pp.

National Education Association and American Medical Association, Joint
Committee on Health Problems in Education (Thomas D. Wood, Chairman).
Health Improvement in Rural Schools. Chicago: American Medical Associa-
tion, 1922. 52 pp.

. Health Service in City Schools of the United States.
Washington, D. C.: National Education Association, 1922. 40 pp.

57
. Health EducationA Program. for Public Schools

and Teacher Training Institutions. Washington, D. C.: National Education
Association, 1924. 164 pp.

. Conserving the Sight of School Children. New
York: National Society for the Prevention of Blindness, 1925. 46 pp.

. The Deafened School Child. New York: Com-
munal Printing Company, 1928. 38 pp..

"" White House Conference on Child Health and Protection. The School
Hea.7th PrOgram. Report of the Committee on the School Child. New York:
Century Company, 1932. 400 pp.
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the widespread representation by leading individuals and groups,
the report exerted a strong influence on school hea)th programs and
served as a guide to their expansion and improvement.

The booklet, Suggested School Health Policies, originally pre-
pared by a Committee of the Child Hygiene Section (now Maternal
and Child Health) of the American Public Health Association, has
influenced school health programs in many parts of . the United
States over a period of almost a quarter century. It !las been
used as a guide by state and lutal departments of education and
of health in formulating policies suited to their particular situa-
tions. It has also been used to interpret school health programs
to various professional groups. ,

Suggested School Health Policies has undergone severai revisions
and has been published in various forms, but each edition has been
the product of deliberations by an ad hoc National Committee on
School Health Policies composed of representatives of profes-
sional organizations and agencies concerned with. education, medi-
cine, and public health. The first edition (1940) was published in
several periodicals" and in booklet form ; so also was the second
edition (1945-46).62 The third (1956) and fourth editions (1960
were published in booklet form by the Joint Committee on Health
PrOblems in Education of the NEA-AMA. Charles C. Wilson, M.D.,
was chairman of the Committees which developed the first three
editions, and John L. Reichert, M.D., chairman of the Committee
which prepared the fourth edition.

Groups of school administrators have long been concerned with
the improvement of child health. This is attested by a review of
a:iie publications of the Department of Superintendence, founded in
1906 as a branch of the National Education Aosociation, and other.
'subsequent administratively oriented organizations. In 1942 the

" National Committee on School Health Policies. "Suggested School Health
Policies." Hygeia 13: 9, 10, 11; September, October, and November 1940.

"Suggested School Health Policies." Journal of
the A9:'lerican Medical Association 114; April 27, 1940, and May 11, 1940.

. "Suggested School Health Policies." Journal of
Health and Physical Education 11: 5-6; May, June 1940.

National Committee on School Health Policies. "Suggested School Health
Policies." Journal, of Health and Physical Education 17: 10-13, 63-66, 144-46;
January 1946. ..

"Suggested School Health Policies." Public Health
Nursing' 37: 552-59, 619 -27; November 1945. 38: 24-30; January 1946.

"Suggested School Health Policies." National Asto-
ciation of Secondary - School Principals Bulletin 29: 3-36; December 1945.

"Suggested School Health Policies." School Life
28: 12-16, January; 9-25, March; 22, June 1946.
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American Association of School Administrators, which was an
outgrowth of the Department, published a notable book on school
health. This, the twentieth yearbook of the organization, was en-
titled Health in Schools."

The popularity of the book created a demand for numerous
printings and nine years later a revised edition. Because of its
emphasis on administrative problems, the report. has had a pro-
found influence on superintendents, principals, supervisors, and
directors of school health programs.

Significant Research in the Field

Much of the early research and experimentation in school health
services was confined to the development of measures to improve
the health status of "defective" children. Considerable attention
was devoted to procedures which emphasized the alleviation of
Problems of dental health, nutrition, 'communicable disease, and
specific defects. Lewis Terman, for example, proposed the estab-
lishment of school dental clinics, and William R. P. Emerson simi-
larly endorsed nutrition clinies.61.

The demonstration approach of illustrating experimentally the
effectiveness of a well. ca.ganized and coordinated school health
program became popular around World War I and continued in
ensuing years. Probably the earliest demonstration of this nature
was that launched in 1914 in Locust Point, Maryland.", Three years
later the Framingham, Massachusetts, demonstration was started.""
Mabel C. Bragg provided leadership for yet another demonstration
which began in 1919 in N.3wton, Massachusetts."7

In the 1920's the Commonwealth Fund financed and organized
four demonstrations in widespread sections of the country, each
covering a period of five years. Selected as research centers were

" American Association of School 4dtninistrators. Health in Schools.
Twentieth Yearbook. Washington, D. C.: the Association, a department of the
National Education Association, February 1942. 544 pp. (Revised edition,
1951, 477 pp.)

" Report of the White House Conference on Child Welfare. Standards of
Child Welfare. U.S. Department of Labor, Children's Bureau, Publication
No. 60. Washington, D. C.: Government Printing Office, 1919. pp. 235-38.

Jean, Sally Lucas. "Health Education .Some Factors in Its Development."
News Letter (School of Public Health, University of Michigan) 5: 1-4; June
1946.

9McGifferti Sarah. "Outstanding Steps in the Development of the Health
Education Movement." Health Education. Fifth Yearbook. Chicago: Chicago
Princ:pes Club, June 1930. p. 3.

" Hes./th Bulletin for Teachers. "Mabel Caroline BraggPioneer in Health
Education." Health Bulletin for Teachers 25: 17-20; November 1954.
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Fargo, North Dakota (1923-27) ; Rutherford County, Tennessee
(1924-28) ; Clarke County, Athens, Georgia (1924-28) ; and Marion
County, Salem, Oregon (1925-29) . _Other studies were conducted
in Mansfield and Richland County, Ohio, and in Malden, Massachu-
setts.68 All these projects devoted considerable attention to various
aspects of school health services.

The development and direction of 'practices in the field were
influenced by several other significant studies made in the twenties
by the American Child Health Association. A Health Survey of 86
Cities" and the School Health Study,7° as an outgrowth of it, both
analyzed school health services as one phase of the research. The
results of the latter were published in a series of five monographs.

Research during the period from 1920 to 1940 expanded rapidly
and built upon the studies conducted in earlier decades. The five-
year series of studies undertaken in Cataraggus County, New
York, provided important data on rural school practices." The
Joliet, Illinois, study reflected the values of health education proce-
dures, including the periodic physical 'examination.72 School health
services also received majOr attention as a pan, of the National
Survey of Secondary Education."

In 1934 the American Child Health Association published the
results of a two-year study that had been completed. in the New
York City schools. Entitled Physical DefectsThe Pathway to
Correction,74 the research concerned itself with the construction
and administration of tests for the .identification of children with
severe defects, the analysis of existing programs, and the recom-
mendation of improved methods of detection and follow-up.
Another research contribution of the Association during the period
resulted in the development of the ACH Index (arm, chest, height),

' Turner, Clair E. "Malden Studies on Health Education and Growth."
American Journal of Public Health 18: 1217-30; October 1928.

American Child Health Association, Research Division. A Health Survey
of 86 Cities. New York: the Association", 1925. 614 pp.

'° American Child Health Association. An Evaluation, of School Health
Procedures. School Health Research Monograph No. V. New. York: the
Association, 1933. 127 pp.

"Evaluation of a Rural School Health. Education Project. New York:
Milbank Memorial Fund, 1939. 55 pp.

" Hardy, Martha C., and Hoefer, Carolyn H. Healthy GroWth. Chicago:
University of Chicago Press, 1936. 360 pp.

" Brammell, P. Roy. Health Work and Physical Education. National
Survey of Secondary Education, Monograph No. 28. U.S. Department of the
Interior, Office of Education, Bulletin No. 17. Washington, D. C.: Government
Printing Office, 1933. 98 pp.

"American Child. Health Association, Research Division. Physical Defects
The Pathway to Correction. New York: the Association, 1934. 171 pp.
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a device which was subsequently widely utilized by schools as a
measure of growth and nutritional status.

The W. K. Kellogg Foundation instigated a series of studies
aimed at the cooperation and coordination of school and community
health programs in the early 1940's.7 Later termed the School-
Community Health Project, the research did much to develop more
functional health services for school-age children.

New YOrk City was the site for two other significant studies that
provided impetus fOr the further development of school health
services. Most important was the Astoria Study conducted from
1936 to 1940, Supported by grants from numerous privateand
official sources, the report appeared in 1942 under the title Solving
School Health Problems.'" The report of the second project, the
New . York City Study, appeared seven years later.77 Another
metropolitan city study that involved school health services was
that conducted from 1954 to 1959 in the Los Angeles area:8
Although much of the completed research was local in nature, the
results strongly influenced programs throughout the entire country.

What. the future will bring cannot be accurately predicted. As
changing concepts and conditions have modified previous programs,
so will they influence those in the decades ahead. As new and
more effective procedures for protecting and improving health
evolve, they will be reflected in alterations in school health services.
The ultimate goal of optimal health for all will persist, - however,
and continue to challenge workers and leaders.
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Appendix

PUBLICATIONS OF THE JOINT COMMITTEE ON HEALTH PROBLEMS
IN EDUCATION OF THE NATIONAL EDUCATION ASSOCIATION

AND THE AMERICAN MEDICAL ASSOCIATION

Current*

Whom Shall I Consult About My Eyes? 1947

"Physical Growth Record (for Boys and Girls)" 1950

Sex Education Series 1955
Parents' Privilege (title changed in 1962 to Parents' Responsibility)
A Story About You
Finding Yourself
Learning About Love (title changed in 1960 to Preparation for Marriage

and in 1962 to Appr,:laching Adulthood)
Facts Aren't Enough

Sleep and Children 1956
Healthful School Living 1957
Answers to Health Questions in Physical Education (rev. ed. of The Physi-

cal Educator Asks About Health) 1959
As Others See Us (rev. ed. of Health Conditions Affecting the Personality

1959of School Youth)
Health Examination of School Personnel 1960
Health Appraisal of School Children
Health Education (5th ed.)

.1961
1961

Health Aspects of the School Lunch Program ..1962
School Health Services (2nd ed.) 1964
Suggested School Health Policies (4th ed.) . 1964

Jr"Out of Print**
Minimum Health Re uirements for Rural Schools 1914

Rural Schoollionses and Grounds 1914
Health Essentials for Rural School Children-2nd ed., 1921 1916

"Health Charts"-2nd ed., 1920; 3rd ed., 1928 1917

Health Charts Booklet 1917

* Current publications may be obtained from either the National Education
Association, 1201 Sixteenth Street, N. W., Washington, D.C., 20036, or the
American Medical Association, 535 N. Dearborn Street, Chicago, Illinois, 60610.

** Although these materials are out of print, they are often available in
university and professional libraries. Information regarding these publications
may be obtained from the. National Education Association or the American
Medical Association.
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Daylight in the Schoolroom 1921

The Teacher's Part in Social Hygiene ..1921
Health Improvement in Rural Schools 1922

Health Service in City Schools of the United States 1922

Health Problems in Education 1923

Health Education-2nd ed., 1930; 3rd ed., 1941; 4th ed., 1948 (5th ed ,
1961, in print) 1924

Conserving the Sight of School Childrenrev. ed., 1928; rev. ed., 1935 1925

Ventilation of School Buildings 1'"z5

The Deafened School Child 1928
Health Inspection of School Children ...1933
A Preliminary Study of Group Opinions Relating to Certair school Health

Policies 1935

Home andSchool Cooperation for the Health of .Schoil Children 1937

Open Air Classrooms, Extending Their Benefits to All ...1937
Mou.th, Health of School Children 1938

Mental Hygiene in the Classroom 1940

Suggested School Health, Policies-2nd rev. ed., 1945; 3rd rev. ed., 1956
(4th rev. ed., 1964, in print) 1940

"Inherent Responsibilities of the School Health Education Program"
(mimeographed) 1941.

"The Location, Construction, Equipment, and Operation of the School
Plant in Relation to Health" (mimeographed) 1941

The Nurse in the School-2nd rev. ed., 1955 1941

Sanitary Requirements for School Lunches (mimeographed) ...1941
"Practical Procedures for Improving Health Guidance and Health Educa-

tion" (mimeographed) 1942

"Health Rooms for Schools" (mimeographed) 1943

"Schedule Fatigue in School Children" (mimeographed) .1943

"The Conservation of Hearing in School. Children" (mimeographed) 1945
"Health Appraisal Procedures During Shortages of School Physicians or

Nurser" (mimeographed) 1945

"Health Implications of the Physical Education Program"
(mimeographed) 1945

'Statement on the Use of Tampons" (mimeographed) 1946

"Individual Height Weight Record Card and Graph" . 1947
"A Nutritional Program for Schools" (mimeographed) 1947

"Statement on Ultraviolet Disinfecting Lamps" (mimeographed) 1947

"Suggestions for the Teacher's Use of the Individual Height-Weight.
Record" 1947

Health Appraisal of School Children-2nd ley. ed., 1957,.(3rd rev. ed., 1961,
in print) 1948

The Physical Educator Asks About Health 1951

Health Conditions -Affecting the Personality of School Youth .. ... .

Health Aspects of the School Lunch Program (2nd rev. ed., 1962, in print) :1956
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and Otolaryngology, contri-
bution to hearing conserva-
tion, 108

American Academy of Pediatrics
Leadership and guidance in school

health services, 375-76
Views on frequancy of medical ex-

aminations, 61
American Association for Health,

Physical Education, and
Recreation

Leadership and guidance in school
health services, 372-73

Publications, 372-73
Statement on health agencies and

schpols, 378-79
American Child Health Association

Physical defects and growth re-
search activities, 385-86

School health services contributions,
378

research activities, 385
American College Health Association,

school health services contri-
butions, 376

American Dental Association
Fluoridation of public water, rec-

ommendation, 157
School health services contributions,

376
Sugar and dental tarns, resolution,

158
American Football Association

Football deaths survey, 21
American Hearing Society

Lists of hearing and speech centers,
107

Source of informa.tisin on hearing
loss, 108

American Journal of Public Health,
373

American Medical Association (sec
also Joint Committee on
Health Problems in Educa-
tion)

Athletic competition statement, 278
Carbonated beverages, statement,

159
Committee on Medical Aspects of

Sports, history, 375
Fluoridation recommendation, 157
Leadership in school health serv-

. ices, .1, 374-75
Sample medical examination forms,

290

SCHOOL HEALTH SERVICES

Studies on physicians on school
health committees, 314

Transportation of injured, state-
ment, 280

American Mental Health Association,
school health services contri-
butions, 377

American Nurses Association
Public. health nurse 'qualifications, .

321.
. School health services contributions,

376

American Public Health Association
Early literatin;e on-school health

services, 383
Fluoridation recommendation, 157
Leadership in school health serv-

ices, 373
School physicians' qualifications,

320
Statement on health agencies and

schools, 378
Ventilation rec,,mmendations, 256

American Red Cross, first aid proce-
dures, 239

American School Health Association,
leadership in 'school health
services, 373-74, 377

American Social Health Association,
venereal disease increase re-
port, 33

American Social Hygiene Association,
school health services contri-
butions, 377

American Society for the Hard of
Hearing, school health serv-
ices contributions, 377

American Society of Heating and
Ventilating Engineers, ven-
tilation information smrce,
256

American Speech awl Hearing Asa-
elation, source of informa-
tion on hearing loss, 108

Amphetamines, use by athletes, 282
Antitoxin, tetanus, 207
Appraisal.. See Health appraisal."
Arthritis, state aid for children with,

336
Association of State and Territorial

Health Officers
Fluoridation recommendation, 157
School health services organization,

statement, 309
Asthma. See Allergy.
Astigmatism, 72-74
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Astoria Study, school health services
research, 386

Athlete's foot. See Epidermophytosis.
Athletics. See Sports.
Atlantic City Vision Test, 84
Atomic warfare. See Nuclear war-

fare.
Attendance, communicable disease

probleni, 217
Audiometer, 100-102
Audiometer screening tests

Pure-tone audiometer, 99-100
Sweep test, 100

Audiometrist, 105
Auditory problems. See Hearing.
Average, normal differentiated, 354

Bacteria, ventilation considerations,
257

Baldwin, Bird T., school health serv-
ices contributions, 379

Baseball
Accidents, 22

Fatalities, 22
Protective equipment, 275-76

Basketball, accidents, fatalities, 22
Bauer, W. W., school health services

contributions, 374
Behavior

Abnormalities brought to parents'
attention, 42

In emotional problems, 184-87
Indication of health problems, 40

Beverages, carbonated or sweetened,
in cause of dental caries,
154-55, 158-60

Bicycling, accidents, 19
Blackboards, lighting considerations,

260-61
Bleeding, accident victim, 240
Blind

Methods of education, 133-34
Special schools, 9

State residential schools, 335
Blood vessels, disturbances causing

hearing impairment, 97
Board of education. See School

boards.
Board of health. See Health depart-

ments.
Bone tuberculosis, state aid for chil-

dren, 336
Bower, E. M., emotional problems

screening method, 184
Boys, prepubescent, physical educa-

tion for, 277-78
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Bragg, Mabel C., school health serv-
ices contributions, 384

Budgets, school health services per-
sonnel, 322

Burnham, William H., school health
services contributions, 379,
381

Bus drivers
Communicable diseases in, 217
First aid education, 223
Pre-employment health examina-

tion, 291
Cafeteria

Personnel in fcod sanitation, 262
Plumbing, 251
Sanitatioo, 6, 261-62
Storage facilities, 261-62
Volunteer and student workers,

health examinations for, 292
Cancer

Cause of death in children, 23, 25
Deaths by age and sex, 25
Research, 25
Treatment, 25

Carbonated beverages. See Beverages.
Caries. -See Dental caries.
Cavities. See Dental caries.
Cerebral palsy

Orthopedic handicaps, 136
Speech disorders with, 137-38
State aid for children with, 336

Chest x- rays. See X-rays.
Chickenpox, care of contacts, 212
Child Health Organization of America,

school health services contri-
butions, 378

Civil defense (see also Disaster plan-
ning) 238-39

Instruction, 239
Nuclear warfare, 239

Classroom decoration, lighting consid-
erations, 260-61

Classroom observation
Communicable diseases, 205, 210
Emotional problems, 183, 184-87
Eye problems, 71
'Health appraisal, 40-43, 57

Conditions observed, 41-42
Hearing problems, 93, 98-99
Physical education classification, 271
Teacher preparation, 43

Cleft lip and palate
Dental problems, 154
Speech disorders with, 137-38

Closing schools during epidemics, 213-
14
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Legal considerations, 332
Coaches

Caring for athletic injuries, 278-80
Classification for physical education

by, 271
Responsibilities in physical educa-

tion and sports, 6
Colds (see also Respiratory tract in-

fections)
Common cause of illness in children,

27
Exclusion from school for, 211
Physical education problem, 284-85
Prevention, 29
Vaccine, 29

Colleges, school health personnel prep-
aration, 379-80

Color blindness, 72, 75
Tests for, 85

Committee on Growth and Develop-
ment, child development re-
port, 367

Common cold. See Colds.
Commonwealth Fund, school health

services research, 384-85
Communicable disease control (see also

Immunization; Vaccinations)
23, 25, 203-18

Attendance problem, 217
Cooperation in, 205
Education in, 204-206

Parents' interest, 204 -205
Teachers' responsibilities, 205-206

Epidemics, 213-14
Exclusion, legal considerations, 332
Isolation and quarantine, 212
Legal considerations, 205, 211, 212,

332-34
Parents' role in, 205
Physical education and athletic

. problem, 282-83
Progress, 203
School attendance, 217
School health services, 5, 303
School policies and regulations, 204-.

205
Temperature in, 211

Communicable diseases (see also spe-
cific diseases)

Cause of death in children; 17-18
Definition, 203
Drinking fountains in spread of, 251
In health appraisal, 42
Prevention, 5
Readmission after, 210, 212-13

Legal considerations, 332

SCHOOL HEALTH SERVICES

Symptoms indicating, 210-11
Teachers' observation of signs, 43,

210
Community agencies

Children referred to, 59
Civil defense role, 238-39
Communicable disease control, 211
Dental treatment by, 164
Health counseling follow-up, 111
Hearing centers, 107
Hearing problems, 108
Home environment improvement by,

113
Mental health services of, 173
Parental neglect referrals to, 117,

122
Private, historical high lights, 377-

79
School health Services relationship,

11,12, 310
Speech centers, 107
Treatment, responsibilities, 121'.

Competitive Athletics, 376
Confidentiality, medical examinations

of school personnel, 290-91,
294-95

Conjunctivitis, 72
Connecticut Advisory School Health

Council, medical examinations
of school personnel, state-
ment, 294

Conserving the Sight of School Chil-
dren, 382

Convalescents, modification of school
programs for, 9, 140 -41

Convex lens test, 82, 83
In Atlantic City Vision Test, 84
In Massachusetts Vision Test, 84
In stereoscopic screening tests, 85

CooperatiOn
Interdisciplinary, in mental health

problems, 194-95
Lay groups in school health serv-

ices, 380
Sanitation responsibilities, 265, 338-

39
School personnel with physicians

and dentists, 313-14
School with community health coun-

cils, 317
School. with health department, 13,

309, 314-15
School With physician, for excep-.

tional children, 130
Teacher with physician,. for ex-

ceptional children, 130

Cr
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Coordination
Health counseling activities, 126-27
School health services, 311-18

Evaluation surveys, 349-50
School health councils, 315-18
School wealth programs, 14
School personnel cooperation with

physicians and dentists, 313-
14

Schools and health departments,
31.4-15

Within school, 311-13
Coordinator. See Health coordinator;

Safety coordinator.
Council of Chief State School Officers

School health council organization,
suggestions, 316

School health services organization,
statement, 309

Council of Greater'New York, illegiti-
mate births, school recom-
mendations, 34-36

Counseling (see also Health counsel-
ing)

EMotional problems, 189
Group counseling, 193
Limitations, 192
Parent counseling, 180-82

Parents, in emergency care, 226
Pregnant adolescents, 35
Psychological, in hearing impair-

ment, 107
Crippled children. Sec Orthopedic

handicaps.
Cross -eye. S'ee Strabismus.

Cumulative health records
Accessibility of, 66
Contents of, 57, 64-65, 1,'8
Emergency care data, -l!-;4, 226

Information for, 279
Functions of, 65-66'.
Health appraisal data compared, 344
Hearing screening tests, 106
Immunization data, 208
In health appraisal, 41, 45
In school health service, 64-66
Legal considerations, 330
Physical education classification

data, 270
Physicians' comments on, 124
Use, 66

Curriculum
For emotionally disturbed, 195-96
For 'mentally gifted, 144.46
Health in, 305
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Importance of school health serv-
ices, 306

Mental health affected by, 176-77 .

. Guidance programs in, 179
Implications, 176-77

Custodians
Heating responsibilities, 255
Housekeeping responsibilities, 264-

65 .

Lighting responsibilities, 259; 261
Mental health role, 174
Pre-employment health examination,

291 -92

Deaf (see also Hearing loss).
Educational programs for, 135

Special, 93
State residential schools, 335
Deafened School Child, The, 382

Death
Causes in children and youth, 17-

.27 922
Accidents, 17-23, 24
Heart disease, 18, 25-27
Malignancies, 18, 23, 25

Defects. See Handicaps; sp,eific de-
f eels.

Delicate children. See Frail children.
Dental and medical societies. See

Medical and dental societies.
Dental c ries

Causes, 154-55
Sugar consumption in, 154-55,

158-60
Definition, 154
IncidenCe, 150, 154
Prevention, 154-60

Nutrition in, 158-60.
Sugar consumption reduced, 158-

60
Toothbrushing in, 157-58

Dental clinics, 164
Dental consultants, function of, 166
Dental examinations, 161-64

Educational value, 162
Forms, 162-63
Frequency, 161-62
In health. appraisal, 4, 39
Parents' presence at, 162
Parents' responsibility, 162

Dental health
Community responsibilities, 164-65
Improving, 167
Nutrition in, 155

Dental health services (see also School
dental health programs) 149 -
68
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Evaluating, 349-50
Examinations in, 161-64
History of, 365
Joint Committee on Health Prob

lems in Education concern
with, 371

Personnel in, 166-67
Purposes, 149

Dental hygienists
Health counseling by, 125
History of movement, 365
Responsibilities, 166-67
School health services role, 312,

319-20
Dental problems, 149-55

Cleft lip and palate, 154
Dental caries, 150
Diseases of tissues surrounding

teeth, 152-53
Injuries to teeth, 152
Malocclusion, 151-52

Dentists
Leadership in development of

school health services, 12
Name on cumulative health records,

65
Pupils' attitudes toward, 10, 160-61
School health services role, 11, 12,

312, 319-20
School personnel cooperation with,

313-14
Desks, lighting considerations, 260
Dewey, John, school health services

contributions, 379
Diabetes, 130-31
Diagnostic tests

Referral to private physician for,
12

Role of health counseling in; 112
Diarrhea, exclusion for, 241
Diet. See Nu trition.
Diphtheria

Care of contacts, 212
Immunization, 206

Legal considerations, 334
Toxoid, 203

Disaster planning (see. also Civil de-
fense) 238-39

Emergency and disaster differenti-
ated, 238

Joint Committee on Health Prob-
blems in Education concern
with, 371

Nuclear warfare, 239
School policies, 5

SCHOOL HEALTH SERVICES.

Disease. See CoMmunicable diseases;
'Illness; specific disease.

Dishwashing, facilities in cafeterias,
'262

Dominance. See Lateral (loin in once.
Dresslar, Fletcher B., school health

services contributions, 377
Drinking fountains

Location and height, 251
Plumbing considerations, 251
Spread of disease, 251

Driver education, 244
Drowning accidents, 19-21
Drugs

Excluded from first aid supplies,
229

IThe by athletes, 281-82
Dyslexia. See Reading disability.
Dyslexia Memorial Institute, reading

disability, study, 89

Ear
Diseases, 27
Inner ear hearing impairment, 97-98
Middle ear hearing problems, 95-97

Mastoiditis, 95-96
Otitis media, 95-96

Outer ear hearing problems, 94
Earthquakes. See Disaster planning.
Education departments, guides and

manuals, 13'
Education, special. See Special educa-

tion.
Educational philosophy

Changes in, effects on school health
services, 367

School health services influence on,
315

Educational Policies Commission
Educational aims and school health

activities, relationship, 8
School concern for health, state-

ment, 306
Emergencies

Pupil instruction, 244-45
Emergency care (see also First aid;

Injury) 221-45
Administrators' responsibilities, 221
CumulatiVe health record data, 224
Disasters, 238-39
Facilities and supplies, 227-29

Health rooms, 227
Fires, 238
Helping parents, 225-26

Counseling, 226
Illness, 240-41
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Injuries, 239-40
Legal considerations, 331

Notifying parents, 224-25
Nurses' role, 223-25
Physicians' role, 223
Policies and procedures, 221, 226-27
Records, 229-31
School health services, 10, 308
School responsibilities, 221-23
Transportation, 224-25

Emergency report form's, 232-37
Stann'ard Student Accident Report-

System, 230
Emerson, William R. P. school health

services contributions, 384
Emotional health

Factors affecting: 189
Needs of- school perSonnel, 302
Special education effects on, 179

Emotional problems (see also Mental
health problems)

Behavior in, 184-87
Causes, 184-87
Classroom help in, 187-88
Counseling in, 189

Group counseling, 193
Health counseling, 114

Curriculum in special education,
195-96

Data on cumulative health records,
184

Education for disturbed pupils, 179
Educational plans, 182, 195-99
First aid in, 188-89
Guidance clinics, 193-94
Guidance teachers in, 190-91
Home instruction in, 198
Identification, 182-86
Institutional care, 197
Interdisciplinary cooperation in, 194-

95
Methods of aid in, 187-95'

Personnel in, 187-88, 190-92
Sources, 114

National organizations, 197
Parents' role in, 181-82
Prevention, 180-87
School responsibilities in, 187-88
Screening programs, 183
Teachers' role in, 114, 183

Preparation in, 199-200
Employees. See School personnel,; spe-

cific employees.
Employment, tenure effect on health,

297

397

Engineers, school, pre-employment
health examination for, 291

Environment.' See Home; Sanitation.
Epidemics, closing of schools, 213-14

Legal considerations, 332
Epidermophytosis, physical education

problem, 284
Epilepsy, 30-31

State aid for children with; 336
Equipment (see also Facilities)

First aid, 229
Protective,' for athletics, 275-76, 277

Evaluation of school health services
Measurements adapted to the si',..ua-

tion, 355-56
Local problems, 355-56
Selecting areas for evaluation,

356
National Conference on Physi-

cians and Schools recommen-
dations, 356

Objectives, attainment, 343-47
Educational value, 346-47
Finding pupils needing aid, 344-45
Referrals for professional atten-

tion, 345
Recommended practices compared,

347-52
Self-surveys, 349-52

Obtaining data by, 349-52
Value of, 349

Standards, 347-49
Developing, 347
Practices compared, 348-49

Statistical data in, 352-55
Average and normal, 354
Interpreting data, 353-54
Related factors, 353
Reporting defects corrected, 354-

55
Types to be collected, 352-53

Examinations. See specific types.
Exceptional children, 129-46

Age to begin education, 132
Aid to crippled, legal considera-

tions, 335-36
Classification of, 129
Deaf, 135

. Diabetic, 130-31
Educational programs for, 131-32,

334-35
Adapting school programs, 131-32
Disco'Vering those needing, 334
Home instruction, 131
Legal considerations, 334-36

Frail children, 140-41
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Hearing loss, 134-35
Lateral dominant, 141-42
Mentally gifted, 129, 144-46
Mentally handicapped, 129, 142-44
Orthopedically handicapped, 135-37
Physically handicapped, 129
Psychological needs, 130
School health services-physican co-

operation, 130
Segregation of, 131-32
Speech handicaps, 137-40
Teacher-physician cooperation, 130
Visual problems, 132-34

Exclusion
For communicable diseases, 210-11

Legal considerations, 332
Joint Committee on Health Prob-

lems in Education concern
with, 371

Physical education, medical excuses,
271-74

Trachoma as cause for, 328
Exercise, in obesity, 31-32
Eye examination (see also Vision

screening tests)
Description, 87
Personnel and procedure, 87
Preschool years, 72, 77
Referral, 77

After Snellen test, 8. -P2.
Refractive errors in, 8'i

Eye muscle balance, visic screening
test, 82-83, 84, Eif.

Eye problems (see also !%isual prob-
lems) 71-79

Color blindness, 72, 75
Detection, 75-85

Snellen test, 79-82
Effect on reading, 88
Impaired binocular coordination, 75
Incidence, 72
Refractive errors, 72-75
Strabismus, 72, 74-75

Eye specialists, 87
Facilities (see also Equipment)

Comniunity, for treatment, 121
Effects on mental health, 175
Emergency care, 227
For hearing tests, 104-105 .

For orthopedically handicapped,
136

Medical examination, 63, 68
Sanitary

Standards, 249-63
Surveying, 248-49

Family physicians. See Physicians.

SCHOOL HEALTH SERVICES

Federal Security Agency, parents re-
sponsibility for child health,
statement, 164

Fever, indication of illness, 291
Fires, 238.
First aid

Athletic injuries, 278-79
Definition, 223
Emotional problems, 188-89
Illness, 240
Legal considerations, 331
Personnel, 223
Pupil instruction, 244
Red Cross textbook, 239
Refusal of, 231
Standards, 223
Supplies, 226, 227-29

Fitness. See Physical fitness.
Floods. See Disaster planning.
Fluoridation

Joint Committee on Health Prob-
. lems in Education's public

education on, 371
Prev^,tion of dental caries, 155-57

Opinions of scientific organiza-
\tions, 157

Fluorides
Topical use on teeth, 157

As treatment, 164
Fones, Alfred C., dental hygienist

movement, 365
Food

Cafeteria sanitation, 261-62
In decline of disease, 203

Food handlers, pre-employment health
examination, 292

Football
Accidents, fatalities, 21-22
Protective equipment, 276

Footbaths, for swimmers, 263
Forms (see also Cumulative health

records; Health records)
Accident report forms, 229-31, 232-

Deaths, 242.
Location, 242

Dental examination, 163
Emergency card, Cranford, New

Jersey, 225
Emergency care report forms, 229-

30
Growth, height - weight records, 47-

55
Health examination and certifica-

tion for school personnel,
295, 296
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Health inventory, San Francisco
schools, 57

Letters for referral to physician,
Denver schools, 59

Limitations in health counseling,
115-16

Physician's report to schools, 60
Pre-employment health examina-

tion, 290-91
Wisconsin Cooperative School

Health Program, 58, 60
Frail children, special education for,

140-41
Furniture

Adjustment for posture, 89
Lighting considerations, 260

Gamma globulin
Infectious hepatitis control, 214-15
Measles immunization, 208

Garbage disposal, 252.-53
German measles. See Rubella.
Gifted children. See Mentally gifted.
Gingivitis. See Periodontal diseases.
Girls, physical education restrictions,

273-74
Glare, avoiding, 260, 261
Gonorrhea, 215-16

Incidence by age, 33
Gonorrheal vulvovaginitis, 215
Growth. See Height-weight.
Guidance clinics, for emotional prob-

lems, 193-94
Guidance programs, in mental health,

179, 319-20
Guidance teachers

Emotional problems referred to,
190-91

Health counseling by, 126
Gymnasiums

Sanitation, 6

Hall, G. Stanley, school health serv-
ices contributions, 379

Handedness. See Lateral dominance.
Handicapped children (see also Ex-

ceptional children; specific
handicaps)

,School health services for, evaluat-
ing, 349-50

Special classes for, legal considera-
tions, 335

Handicaps (see also specific types)
Corrected defects in evaluation of

school health services, 354-55
Hard of hearing. See Hearing loss.
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Hay fever. See Allergy.
Health

Importance in learni.ig process, 306
Of school persannt., 289-303
Social, emotional, and intellectual

aspects, 306
Health agencies. See Community

agencies; Voluntary health
agencies.

Health and Education, 1910 review of
health practices and prob-
lems, 381

Health appraisal, 4, 39-69
Classifying for physical education,

269-70
Counseling and follow-up after

vision tests, 86
Cumulative health records in, 64-66
Definition, 4
Dental examinations in, 39
Detecting needs, 344-45
Educational aspects, 4, 66-69
Emotional aspects, 68-69
Health counseling in, 5, 111
Health histories in, 39, 46-57
Height-weight, 45-46
Legal considerations, 39
Medical examinations in, 39
Methods, 39
Nurses' role, 42
Objectives, 39-40

Measuring achievement, 344
Physical education classification,

270-71
Preparation of pti;:ils, 67
Pupils' complaints in, 42
Referral procedures, 42-43
School health services, 308
Screening teas, 39, 41-46

Vision tests, 8G
Teacher-nurse conferences, 42-43
Teacher-parent conferences, 43
Teachers' observations, 40-43

Conditions observed by, 41-42
Validity, conditions for, 344-45

Health cards. See Cumulative health
records.

Health coordinator, 126
Responsibilities, 312-13, 318-19

Health councils
Community needs, 317
Cooperat'.on between school and

community councils, 317
Representation on, 316-17

Medical and dental societies, 12,
121
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State-level, organization and con-
duct, 316

Value in school health services, 315-
18

Health counseling (see also Counsel-
ing) 111-27

Child care role, 121-22
Community agencies in, 111
Concepts, 119-20
Coordination of, 126-27

. Counselor's role, 116-17
Cumulative health records in, 65
Definition, 4-5
Dental hygienists in, 125
Diagnostic tests encouraged by, 112.
Emotional and social problems, 114
Evaluating results and follow-up,

346
Follow-up and treatment in, 121
Form notices in, 115-16
Guidance teachers in, 126
Health appraisal relationship, 5
Health education aspects, 114 -15,

122-23
Home care improved. by, 113
In hearing loss, 93
Medical and dental societies' role in,

121
Medical examinations in, 64, 69
Objectives, 344

Measuring achievement, 344
Nurse in, 112, 125
Parent education, 116, 119 -20

Legal considerations, 331
Personnel, 111, 122-27 .`
Philosophy of, and techniques in,

115 -20
Physician's responsibility, 112, 123

24
Principal's role, 122
Procedures in, 117-19
Purpose, 111011-12
School health services, 308

Effect on procedures, 115
Social workers in, 125-26
Teacher-parent conferences in, 116
Teacher's role, 122-23
Treatment encouraged by, 113

Health departments
Communicable disease control, 205
Cooperation with schools, 314 -15

Organizing school health services,
309

Coordination with school activities,
13

SCHOOL HEALTH SERVICES

Guides and manuals sponsored
13

Immunization clinics, 209
Legal considerations in pupil exami-

nations, 329-30
Physician assigned to school medical.

examination, 59
School health services responsibility,

11, 13, 309, 310
Health education (see also Safety edu-

cation)
Accidents, 244-45

Prevention, 243-44
American Medical Association's

activities in, 374-75
Definition, '2
Dental examinations it., 162

Purposes, 149
Educational objectives related to,

305
First aid, 244
Health appraisal procedures' con-

tributions to, 66-69
Health counseling in, 114-15, 122-23
Illness, 244
In immunizations, 209
Injuries, 244
Joint Committee on Health Prob-

lems in Education's role in,
370

Legal considerations, 339
Medical examinations' contribution

to, 66-67
Nutrition, 32
Pupils and parents, 346-47
Sanitation, 247-48

For athletics, 283
- School health services

Evaluating, 349-50
Potentialities, 311

School responsibility, 7, 340
Scope, 2
Vision screening tests' contributions

to, 77, 78
Health Education,.371, 381, 382
Health Education Service for Schools

and Colleges, 374
Health educators, mental health role,

174

Health Essentials fo r Rural School
Children, 381

Health for School Children, 382
Health histories, 46-57

Forms, 55, 56
Sample, San Francisco schools, 56
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Health appraisal, 39
Scope, 4G, 55

Health Improvement in Rural Schools,
382

Health in Schools, 384
Health inventory 46-57
Health law, or school code, 340
Health problems (see also specific

. problems) 17-37
Accidents, 17-23, 24
Allergies, 29-30
Classification, 112
Illegitimate births, 34-35
In physical education and athletics,

281-85
Indications of, 40-42
Local, priorities for health services,

355 -5G
Nutritional, 31-32
Parents' attention called to, 42-43
Physicians' role, 124
Preparation of teachers, 43
Pupils' complaints, 42
Teacher observation of, 40-43

Health records (see also Cumulative
health records)

Legal and legislative factors, 320,
330

Medical examination data, 520
Health rooms, 227
Health. Service in City Schools of the

United States, 382
Health Survey of 86 Cities, 385
Healthful school living

Definition, 2
Joint Committee on Health Prob-

lems in Education'S role in,
370

Relati.Jnship to
Health education, 3
School health services, 3,

Scope; 2
Healthful School Living

Publication of, 371
Sanitation standards in, 348

Hearing
Emotional aspects, 94
Importance of, 93

Hearing aids, 107, 134
Hearing loss (see also Deaf) 93-109

Causes, 94-98
Detection, 98-104
Medically significant, 103
School health services for, 93
Sensorineural, 97-98
Special education for,,134-35

401

T.mchers' observation of, 93, 98-99
Types, 9:1

Hearing problems
Detection, 98-104
Hearing centers, 107
Incidence, 105-106
Parent observation of, 98-99
Parents' attention called to, 106
Referral to community agencies, 107
Special education for, 107-108
State aid, 33G
Teacher observation of, 98-99

Hearing tests, 93-109
Facilities for, 104-105
Fading numbers. test, 103
Follow-up after, 106-107
Frequency of, 105-106
Group tests, 103-104

Pure-tone test and pulse-tone
group pure-tone test, 104

Health appraisal by, 39
Legal considerations, 39, 105, 329
Personnel in, 105
Selection of, 104
Selection- of pupils, 105-106
State laws require, 329
Types, 99-102, 103-104

Audiometer, pure-tone, 99-100
Sweep screening test, 100
Threshold testing, 100-102

Heart disease (see also Rheumatic
fever)

Causes, 2G
Congenital heart disease, 25 -2G
Distribution by age, 26
Prevention, 26
Rheumatic, as cause of death, 2G
Stag 'aid for children with, 33G
Symptoms, 2G
Treatment, 26'

Healing standards, 255
Height- weight

ACH Index, 385-86
Charts, 4G
Iu health appraisal, 44
Measurement, 45 -4G
Records for boys, 47-50
Records for girls,151-54

Hepatitis, Infectious. See Infectious
Hepatitis.

History of school health services, 3G1-
87

Colleges and universities in prep-
aration of personnel, 379-80

Dental health services history, 365
European roots, 361-62
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Factors influencing changes, 366-69
First compulsory visual examina-

tions, 364
First school medical officer, 363
Literature anil research landmarks,

380-86
Nursing service history, 364-65
Research, 384-86
United States, early activities, 362-

64
Holt, L. Emmett, school health serv-

ices contributions, 382
Home care, health counseling in im-

proving, 113
Home environment

Accidents, 10, 19
Health counseling to improve, 113

Home instruction
For emotionally disturbed, 198
Modification of school programs for,

9
Hospitals, schools in, legal considera-

tions, 335
Housekeeping procedures, 264-65

Custodian, 264-65
School board, 264-65
Teacher, 264

Howe, William A., school health serv-
ices contributions; 373

Humidity
Health considerations, 255
Swimming pool rooms
Ventilation considerations, 256-57

Hurricanes. Sec Disaster planning.
Hygcia, 374
Hygienists. See Dental hygienists.
Hyperopia, 72-74

Strabismus development in, 74
Vision appraisal in, 76

Ice hockey accidents
Fatalities, 22

Identification card, tetanus toxoid
sensitivity noted on, 209

Illegitimate births
Counseling in, 35
Education in preventing, 35.

Sex education, 35
Effect on school dropouts, 34
Incidence in adolescents, 34
Need for community programs, 35
Social influences on, 34

Illinois Joint Committee on School
Health, emergency care pro-
cedures, 226

Illness
Absence for, 204

SCHOOL HEALTH SERVICES

Emergency care, 5, 221-45
Legal considerations, 331

First aid, 240
Health education, 244
Identiff2aticn, 210
Most common cause in children, 27
Parent notification, 240-41
Physical education activities after,

274
Readmission after, 210
School health services, 10
Teachers' guides, 241
Teachers' knowledge of, 240
Transportation in, 224-25

Illuminating Engineering Society,
lighting standards, 259

Ilh .nination. See Lighting.
,mizations (see also specific crs-

eases) 5, 206-10
Age for, 206
Basic, 206
Booster doses, 207
Combined vaccines, 207
Compulsory, 209-10
In infancy, 5
Law in Indiana, 209-10
Legal considerations, 209-10, 333-

34
Periodic, 5
Records, 208-209
Referral to private physician for, 12

Impetigo, 212, 217, 364
Infantile paralysis. See Poliomyelitis.
Infectious hepatitis, 214-15
Influenza (see also Respiratory tract

infections)
Vaccination, 208

Injury (see also Accidents)
Athletic

Caring for, 278-81
Intramural sports, 23
Personnel in care, 278-80
Prevention, 275-78

Dental, 152
Emergency care, 5, 221-45

Legal considerations, 331
Eye, 71
Health education, 244
Insurance plans, 231, 238
Pliysicni education activities after,

274
Reports, 230
School jurisdiction, legal considera-

tions, 230
Skull fracture causing hearing im-

pairment,.97
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Tetanus immunization, 207
Transportation of injured, 224-25

In-service education
Health services personnel, 322-24

Special personnel, 324
Teachers, 322-23

Teachers of handicapped, 335
Use of cumulative health records, 66

Insurance plans
Accident, 5, 231., 238

Athletic injuries, 280
Health and disability, for teachers,

299-300
Liability, to protect coacher in ath-

letic injuries, 279
Isolation, 212

Janitors. See Custodians.
Joint Committee on Health Problems

in Education of the National
Education Association and
the American Medical Asso-
ciation

Child health resolution, 314-15
Education of unwed mothers, reso-.

lution, 35
Fluoridation education, 371
Growth charts, 46
Leadership in school health services,

369-72
Publications, 3, 348
Safety programs, resolution, 243-

44
School health work guides published

by; 381-82
Journal of School Health, 373
Journal of the American Medical As-

sociation, 374

Kellogg, W. K., Foundation, school
heulth services research ac-
tivities, 386

Kitchens, sanitation, 6

Laryngitis. See Respiratory tract in-
fections.

Lateral dominance, 141-42
Emotional aspects, 141
Incidence, 141
School procedures in, 141-42
Types, 141

Learning
Dental health effects on, 149
Health effects on, 8, 9
Hearing problems, effects on, 93
School health services contributions

to, 305-306
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Left handedness. See Lateral domi-
nance.

Legal considerations
Accidents, 230-31
Aid to crippled children, 335-36
Athletic injuries, 279,80
Communicable disease control, 205,

211, 212, 332-34
Exclusion and readmission, 212-

13, 332
Vaccination requirements, 333-34

Education for exceptional children,
334-36

Emergency care, 331
First aid by teachers. 331
First aid supplies, 227
Health appraisal, 39, 57
Health records, 330
Health standards for school person-

nel, 336-38
Hearin tests, 39, 105
Immuniza,. 909-10, 333-34

Tetanus, 334
Injuries, 230
Medical examinations, 39, 59, 61,

327-30
Poliomyelitis immunization, 334
Professional and social implications,

339-41
Referrals, 328
Sanitation, 338-39
School code vs. health law, 340
School health services, 13, 327-41
Treatment, 330-31
Tuberculosis tests, 337-38
Vision tests, 39

Letters. See Forms.
Leukemia, 25
Liability. See Negligence.
Lice, 212, 217, 364
Lighting, 257-61

Artificial, 259-60
Control, 257-59
Desirable amounts, 260
Fixtures, types, 261
Importance, 257
Paint as factor in, 260-61
Sources, 257
Toilet rooms, 255
Vision and, 88

Literature
School health services landmarks in,

380-86
Earliest bibliography, 381

Locker rooms, a.uitation, 6

Maddox rod test, 83, 84
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Malignancy. Sec Cancer.
Malocclusion, 151-52.

Causes,. 151
Definition, 151
Incidence, 151
Prevention, 151-52

Massachusetts School Health Council,
school health program eval-
uation, questionnaire, 340-52

Massachusetts Vision Test, 83
Description, 84

Mastoiditis
Hearing impairment from, 95-96
Respiratory infection complication,

27
Maternity leave, teachers', 6
Measles

Care of contacts, 212
Immunization, 208

Medical and dental societies
Health counseling follow-up by, 121
In organizing school health services,

309
Representation on school health

councils, 12
School health committees in, 12

Medical examinations
Athletic, 64, 274-75
Classifying for physical education,

270-71
Conditions affecting, 62
Educational aspects, 58, 62, 66-69
Emotional aspects, 68-69
Employment of personnel, legal

considerations, 329-30
Family physicians in, legal con-

siderations, 329-30
Frequency, 59, 61-63

By law, 59, 61, 329
Health appraisal, 39, 57-64
Health counseling role in, 69
,Hearing problems, 103
Legal considerations, 39, 57, 59, 61,

327-29, 330-32
Parents' presence, 63, 67-68
Periodic

First law requiring for pupils,
327-28

For school personnel, 293-97
Ideal schedule, 57
Joint Committee on Health "rob-

. lams in Education concern
with, 371

School program, 58-59
Physicians' office, 57-58, 63

SCHOOL HEALTH SERVICES

Pre-employment, for school person-
nel, 290-93

Preparation of pupils for, 67
Report form for physician, 60

Legal considerations, 330-32
School, 63

Facilities for, 63, 68
Scope, 4
Studies needed, 62
Undressing in, 63
Value, 62

In counseling, 64
Medicine, expansion, effects on school

health services, 367-68
Meningitis

Care of contacts, 212
Hearing impairment after, 97

Menstruation, physical education dur-
ing, 273-74

Mental health
Community agencies' role in, 173
Curriculum effects on, 176-77
Definition, 171
Influences on, 172
Of school personnel, 175-76
Promoting, 174-79
School facilities' effects on, 175
Schools' role in, 172-73
Special education for emotionally

disturbed, 179
Teacher preparation in, 200
Teaching methods' effects on,./77-78
Textbook content, 177

Mental health problems, 171, 172
Mental health services, 171-201.

Evaluating, 3994.1:
Guidr.nce. programs; 179
Personnel in, 173-74
Purposes, in schools, 173
Scope, 171

Mentally deficient. See Mentally han-
dicapped.

Mentally gifted . -

Adjustment problems, 144-45
Definition; 144
Educational programs, 195-46

Mentally handicapped, 142-49
Classification of, 120
Incidence, 129
Mentally deficient, 143-44
Mentally retarded, 143

School health services for, eval-
uating, 349-50

Slow learners, 142-43
Mentally retarded. See

handicapped.
Mentally
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Meredith, Howard V., growth charts,
46

Milk
Cafeteria sanitation, 262
Pasteurization, 203

Minimum Health Requirements for
Rural Schools, 370

Mononucleosis, 216-17
Mortality. See Death.
Motor vehicle accidents, 19, 20
Mumps, 215

Care of 'co,itacts, 212
Muscle balance. See Eye muscle

Galante.
Myopia, 72-74

Vision appraisal 76

National Child Health Council
Guides for school health work pub-

lished by, 382
School health services contributions,

378
National Child Labor Committee,

school health services con-
tributions, 377

National Committee en School Health
Policies

Publications on policies, 383
Views on frequency of medical ex-

aminations, 61
National Conference for Cooperation

in' Health Education, school
health services contributions,
378

National Conference on Coordination
of the School Health Program

School health activities coordination,
report, 317

School responsibilities for child
health, 7

National Conference on Physicians
and Schools

Accidents and emotions, report, 243
Evaluation of school health services,

recommendations, 356
Frequency of medical examinations,

views, 61, 62
Health appraisal discussed, 40
History, 375
Periodic examinations, views, 62
Readmission after communicable

disease, recommendations, 356
Studies on physicians on school

health committees, 314
National Congress of Parents and

Teachers
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,Carbonated beverages, views, 159
Schdol h,.alth services support by,

.380
National Education Association (see

also Joint Committee on
He.-.:Ith Problems in Educa-
tion)

Interest in school health services, 1
Research Division, study of sick

leave, 298
Review of publications of, 383-84

National Federation of State Athletic
Associations, transportation
of injured, statement, 280

National Federation of State High
School Athletic Associations,
high school athletics supervi-
sion, 276

National Health Council, school health
seryices contributions, 378

National League for Nursing, public
health nurse in school health
services, 321

National Research Council, fluorida-
tion recommendation, 157

National Safety Council
Accident reporting system, 230
Sports accident report, 22

National Society for the Prevention of
Blindness

School health services contributions,
377

Study of vision screening tests, 86
National Society for the Study and

Correction of rDeech Dis-
orders, school heali.. services
contributions, 377

National Society for the Study of
Education, early school health
literature, 381

National Survey of Secondary Educa-
tion, school health services
in, 385

National Tuberculosis Association
School health services contributions,

377
Tuberculosis incidence, 29

Negligence
Liability in accidents and emer-

gency care, 230-31
Laws in athletic injuries, 279

Noise, hearing impairment from, 97-98
Normal, average differentiated, 354
Nuclear warfare, 239
"Nuisance" diseases, exclusion for,

212, 217, 364
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Nurse-teacher conferences. See Teach-
er-nurse conferences.

Nu rses
Educational role in communicable

diseases, 205
Emergency care role, 223-24, 225
Health appraisal role, 42
Health counseling role, 5, 112, 125
Health education role, 67
Hearing testing role, 105, 106
History of school nursing service,

364-65
First school nursing service, 364

Information exchange with family
physician, 124

Mental health role, 174
Parent or pupil conferences in

health histories, 55, 57
Public health, 321

Qualifications, 321
School health services role, 321

Pupils' attitude toward, 10
School health services role, 5, 312,

319-20
Evaluating, 349-50

Vision screening role, 71
Nutrition

Dental caries affected by, 151, 155,
158-60

Educational aspects, 32, 349-50
Physical education and athletic

problems, 281-82
Problems, 31-32
School lunch programs' role, 159

Nutritionist, school health services_
personnel, 319-20

Obesity, 31-32
Oculist. See Ophthalmologist.
Open-air schools, 365-66
Ophthalmologist, 87
Or tician, 87
Optometrist, 87
Organization of school health services.

See Administration of school
health services.

Orthopedic handicaps, 135-37
Aid to crippled children, legal con-

siderations, 335-36
Causes, 135
Incidence, 135-36
School facilities for, 136
School procedures for, 136-37
Special education for, 136-37

Otitis media, hearing impairment
from, 95-96

SCHOOL HEALTH SERVICES

Otosclerosis, hearing impairment
from, 97

Overweight. See Obesity.

Parent-teacher conferences. See Teach-
er-parent conferences.

Parents
Child health responsibility, 12, 43,

116-17
Communicable disease role

Knowledge of, 204-205
Notification in, 42

Dental examination responsibility,
162, 165

Presence at, 162
Disaster planning role, 238
Emergency care role, 225-26

Help for. 225-26
Notificatimi in, 224-25

Emotional problems role, 181-82
Counseling if., 180-82

Health problems called to attention
of, 42-43

Hearing problems called to atten-
tion of, 93, 106

Sources of information on, 108
Immunization records, 208
Physicians' relationship, 58
Presence at medical examinations,

,63, 67-68
Schabl facilities .for, 68

Pupils' complaints brought to at-
tention of, 42

Responsibility after first aid, 231
Partially seeing children. See Visual

problems.
Pedagogical Seminary, 379
Pediculosis, 212, 217, 364
Periodontal diseases

Gingivitis, 152-54
Incidence, 153
Periodontitis, 152-54
Vincent's infection (trench mouth),

152-54
Physical DefectsThe Pathway to

Correction, 385
Physical education (see also Sports)

Adapted to pupils' capacities, 9-10
Classification for, 270-75
Excuses, 271-74

Activity categories, 273
Health evaluation contributions,

349-50
Health problems in, 281-85

Diet and drugs, 281-82 1
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Epidermophytosis, 284
Nonschool athletics, 285
Respiratory infections, 284-85
Sanitary practices, 282-83
Showers after vigorous activity,

283-84
Injuries in

Caring for, 278-81
Prevention, 275-78

Check list of :,afeguards, 276-77
Medical examinations, 270-71

For athletes, 274-75
Modified, for convalescents, 140
Program, three parts, 269

Interscholastic competition, 269
Intramural activities, 269
Physical skills; 269

Purposes, 269
Scope, 269

Physical fitness, American Medical
Association's interest in, 375

Physical handicaps. Sri Exceptional
children; specific handicaps.

Physical therapy, for athletes, 281
Physicians

At athletic contests, 280-81
Educational qualifications of school

physician, 320-21
Emergency care role, 223
Family physicians' exchange of in-

formation with school, 124
Health appraisal responsibility, 41
Health counseling responsibility, 112

School physician in, 123-24
Health education role, 67
Medical examinations .by, 329-30

Legal considerations, 329-30
Mental health role, 174
Name on cumulatiVe health record,

65
Pupils' attitude toward, 10
School health serviees.role, 11, 12,

312, 319-20
Evaluating role, S45
Leadership in lopment, 12

School personnel cooperation with,
313-14

School physician in health prob-
lems, 124

Transportation of injured, respon-
sibility, 280-81

Pink eye. See Conjunctivitis.
Pinworm infestation, 216
Plumbing

Sanitary standards, 250-51

Policies
Care of injuries, 279
Communicable diseases, 204-205

Readmission after, 212-13
School personnel, 218

Emergency care, 221, 226-27
Exchange of information between

school and physician, 124
Exclusion and readmission, 210, 211,

212-13
Illness, 5
Injury, 5
School health services, practice

compared, 348
Staffing, effect on mental health,

175-76
Suggested School Health. Policies,

383
Poliomyelitis

Immunization, 206, 207-208
Community immunization, 209
Legal considerations, 334

Paralytic, state -aid for children
with, 336

Posture, effect on reading, 89
Pre-employment health examinations,

for school personnel, 290-93
Pregnancy. See Illegitimate births;

maternity leave.
Prepubescent boys, physical education

for, 277-78
Preschool years, eye examinations in,

72, 77
Professional responsibilities in school

health services, legal con-
siderations, 341

Psychiatrists
Emotional problems role, 191-92
Schpol health services role, 312
School personnel consulting, 294
Special education of emotionally

disturbed by, 196
Psychological examinations, in health

appraisal, 39
Psychologists

Emotional problems role, 191-92
Group counseling role, 193
School health services role, 312,

319-20
Public health, expansion effects on

school health services, 367-68
Public health nurses. See Nurses.
Pupil-personnel staff, 194-95

Quarantine, 212
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Rand-Ritter Test, for color blindness,
85

Reading
Development' of health habits dur-

ing, 89
Effect of posture on, 89

Reading disability
Causes, 88
Eye problems' effect on, 88
Incidence, 89
Prevention; 89
Treatment, 89

Readmission
After communicable disease, 210,

212-13
Legal considerations, 212-13, 332

Records. See Cumulative health rec-
ords; Health records.

Recreation leader, in classification for
physical education, 271

Red Cross. See American Red Cross.
Referrals

By school health services for
Communicable diseases, 211
Diagnosis, 12
Emotional problems, 192

To guidance teachers, 190:91
Eye examination, 77, 81-82
Hearing problems, 106
Immunization, 12
Treatment, 12

Form letter, Denver schools, 59
In health appraisal, 42-43
Legal considerations, 323
School health services evaluated by,

346
To

Community agencies, 9, 59
Parental neglect, 117, 122

Dentist, 9
Health agency, 9
Hospital, 9
Private physician, 9

Refractive errors, 72-74
Diagnosis, 87
Incidence, 72

Reichert, John L., school health serv-
ices contributions, 383

Religious objections
Health requirements of school per-

sonnel, legal considerations,
337

Vaccination, legal considerations,
333

Research, school health services, his-
torical review, 384-86

SCHOOL HEALTH SERVICES

Respiratory tract infections, 27-29
Causes, 29
Physical education and athletic

problem, 284-85
Prevention, 29
Research, 29
Treatment, 27 ..

Retirement, planning for school em-
ployees, 6, 300-301

Rheumatic fever (see also" Heart dis-
ease) 216"

State aid for children with, 336
Rheumatic heart. disease. See Heart

disease.
Ringworm, 217
Rockefeller, Laura Spelman, Fund,

school health services re-
search, 380

Rogers, James F., school health. serv-
ices contributions, 377

Rubella, 214
Care of contacts, 212

Rural Schoolhouses and Grounds, 370
Rural schools

Early guides for, 381-82
Joint Committee on Health Prob-

lems in Education's role in,
370

Sanitation, 5

Sabin vaccine, 207-208
Safety coordinator, 244
Safety education, 243-44

Accident reports in, 229
Evaluating, 349-50

Salaries
School health personnel, 322

Effect on health of, 298
Salk vaccine, 207-208
Sanitation, 247-66

Cooperation needed, legal considera-
thins, 338-39

Educational aspects,.247-48
In school health services, 308

Evaluating, 349-50
Legal considerations, 338-39
Personnel responsible for, 247, 248-

49
Joint responsibility, 265

Physical education and athletic
practices, 282-83

Purposes, 6
Rural schools, 5
Sanitary superintendent employed

in 1872, 363
School buildings and grounds, 10



INDEX

Standards, 6, 249-63
Cafeterias, 6, 261-62
Gymnasiums, 6
Heating, 255
Lighting, 257-61
Locker rooms, 6
Need for, 249
Plumbing, 250-51
Practices compared, 348
Showers, 6
Swimming pools, 6, 263
Toilet facilities, 253-55
Ventilation, 256-57
Waste disposal, 5, 251-53
Water supply, 5, 249-50

Surveying facilities, 248-49
Scabies, 212, 217, 364
Scarlet fever; 203, 215

Quarantine, 212
School boards

Authority for health standards of
school personnel, 336-37

Concern with health of school per-
sonnel, 6

Effects of policies on mental
health, 175-76

Housekeeping responsibilities, 264-
65

In school health services, 308-309
Medical examination responsibilities,

329
Retirement program responsibilities,

301
State, supervision of s^:-:Itation,

legal considerations, 338
School code

Health law or, to regulate school
health services, 340

School construction standards, legal
considerations, 338

School dental programs (see also
Dental health services) 160-
67

Dental clinics, 164.-65
Development, influences on, 166
History of, 365
Pupils' attitudes toward, 160-61
Purposes, 160

SchOol dropouts, pregnancy as cause,
34

School health committees. See Health
councils.

School health councils. See Health
councils.

School health education. See Health
education.

409

School Health Policies, 376
School Health Practices in the United

States, 372-73
School health programs

Coordination with school health
services, 14

Definitions of phrases and terms,
3

Educational goals, 8
Mental health in, 171
Three parts of, 2

School health services (see also Ad-
ministration of school health
services; Evaluation of school
health services; History of
school health services)

Accident prevention role, 10
Accident reports, 229-30
Adapting programs to individual

needs, 9-10
American Medicai Association in-

terest, 1
Clinics, early research on, 384
Communicable disease control, 5,

203-45
Concern with total health of pupil,

8
Contributions to

Health education, 3
Healthful school living, 3

Cooperation with physician of ex-
ceptional child, 130

Coordinating health efforts in, 14,
311-18

Cumulative health records in, 54-66
Definition, 3
Development, factors irfmencing

Changes, 7, 366-69
Directors' leadership in medical ex-

aminations, 57
Qualifications, 318-19
Training and experience, 320-21

Educational aspects, 10-11, 13
Effect on learning, 8
Emergency care in, 5, 221-45
Environmental sanitation in, 5-6
Exchange of information with

physicians, 11, 12, 124
Groups providing leadership and

guidance, 369-80
Guides and manuals, 13
Health appraisal in, 4, 39-69
Health counseling in, 4, 111-27
Health department cooperation, 314-

15
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Health of school pefsonnel, 6, 289-
303

Hearing problems in, 93, 108
Influence on pupils' attitude toward

health personnel, 10
Joint Committee on Health Prob-

lems in Education's role in,
370

Leadership of dentists in develop-
ment of, 12

Leadership of physicians in develop-
ment of, 12

Legal considerations, 327-41
Extent of regulation, 339
Mandatory vs. permissive laws,

339-40
Medical examinations in, 4, 57-64
National Education Association in-

terest, 1
Nurse's contribution, 5
Objective's, 343-47
Organization of, 308-11

Local problems, 355-56
Patterns, 308-309
Principles recommended, 309-11

Overview of, 1-15
Personnel, 13-14, 318-22

Budget considerations, 322
Director or coordinator, 318-19
Education of, 322-24
Qualifications, 320-22
Special, 319-20, 324
Teamwork, approaches to, 317-18

Physical education and athletics, 6,
10, 269-86

Professional and social implications,
339-41

Professional responsibilities, legal
considerations, 341

Reasons for, 7-11, 37
Referrals. See separate entry,
Sanitation in, 247-66
Scope, 3-6
Services needed, 308
Vision screening tests in, 71

School Health Services, history of
book, 371

School lunch program
Evaluating, 349-50
Food habits provided by, 159
Medical examinations for personnel,

292
Sanitation, 261-62

School nurse. See Nurses.
School personnel

SCHOOL HEALTH SERVICES

Colleges and universities in school
health preparation, 379-80

Communicable diseases in, 217-18
Cooperation in emotional problems,

194-95
Cooperation with physicians and

dentists, 313-14
Disaster planning role, 238
Effect of school practices on mental

health of, 175-76
Factors affecting health

Administrator relationships, 301-
303

Insurance, 299-300
Retirement plans, 300-301
Salaries, 298
Sick leave, 298-99
Tenure, 297

First aid skills, 223.
Health examinations for, 290-97

Periodic, 293-97
Pre-employment, 290-93

Health of, 6, 289-303, 308
Standards, legal considerations,

336-38
Mental health role, 174
Tuberculin testing, 295, 297

School physician, See Physicians.
School Physicians Bulletin, .373
School programs

Coordination v.1.11 health depart-
ments, 13

For partially seeing children, 132-33
Modification of, 9

For children with health prob-
lems, 58

For emotionally disturbed, 195-99
For exceptional children, 131-46

Types of, 131-32
Purposes, 8

School responsibilities
Emergency care, 221-23
Emotional problems, 187-88, 192
Environmental, 10
Health counseling, 121-22
Health education, 7
Hearing loss, 108

Screening tests (see al:,o Hearing
tests; Vision screening tests)

In health appraisal, 39, 44-46, 63
Types, 44

Seating arrangements, for partially
,seeing children, 133

Secretaries, health of, 292
SenSitivity, horse serum, identification

card data, 209
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Sewage disposal. See Waste disposal.
Sex education

In prevention of illegitimate births,
35

Lack of, influence on venereal
disease, 33

Shattuck, Lemuel, 1850 recommenda-
tion for health appraisal, 363

Showers
Following vigorous activity, 283-84
Sanitation, 6
Swimming pool rules, 263

Sick children. See Illness.
Sick leave (see also Maternity leave)

For school personnel, 6, 298-99
Sickness. See Illness.
Sight. See Vision and Visual.
Skating, accidents, fatalities, 22
Skiing, accidents, fatalities, 22
Slow learners. See Mentally handi-

capped.
Small, Willard, school health services

contributions, 377
Smallpox vaccination

Admission requirements, 333-34
Age in, 206
Boosters, 206-207
Legal considerations, 333-34

Snellen test, 79-82
Eye muscle balance tests after, 83
In Atlantic City and Massachusetts

vision tests, 84
Observation of pupil during, 81
Personnel in, 80, 81
Preparation for administering, 80-

81
Preschool children, 77
Procedure, 80-81
Referrals for eye examination, 81-

82
Sources of procurement, 80

Social implications of school health
considerations, legal con-
siderations, 339-41

Social security
Aid to crippled children, legal con-

siderations, 335-36
School employees, 301

Social workers
Emotional problem role, 191-92
Health counseling by, 125-26
School health services role, 312, 319-

20
Society of State Directors of Health,

Physical Education, and Rec-
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reation, school health services
contributions, 376

Solving School Health Problems, 386
Special classes. See Special education.
Special education

Blind, 133-34
Deaf, 135
Discovering pupils who need, legal

considerations, 334
Emotionally disturbed, 179, 182,

195-96
In institutions, 197
Purpose of, 198

Exceptional children, 130
Legal considerations, 334-36

Frail children, 140-41
Hearing problems, 93, 107, 134 -35,
Mentally gifted, 144-46
Mentally handicapped, 142-44
Orthopedically handicapped, 136-37
Psychiatrists in, 196
Speech defects, 139-40
Visually handicapped, 132-34

Speech correctionist, 139
Speech defects, 137-40

Speech centers, 107
Speech reading, for hard of hearing,

134-35
Speech training, for hard of hearing,

134-35
Sports (see also specific sport)

Accidents, 19-22
Prevention, 22

American Medical Association's ac-
tivities in, 375

Epilepsy in, 31
Fatalities, 19-22
Health problems in, 281-85
Health services in, 269-86
Injuries

In intramural sports, 23
Safeguards to prevent, 276-77

Insurance plans, 280
Medical examinations for, 64

Athletes, 274-75
Nonschool auspices, problems of,

285
Physician at contests, 280-81
Prepubescent boys programs, 277-78
Protective equipment, 275-76
Showers after, 283-84

Standards
First aid, 223
School health services

Comparing practices with stand-
ards, 348-49



412

Developing, 347-48
Minimum, 13

State and Territorial Dental Health
Directors, fluoridation recom-
mendation, 157

Statistical. data
Average and normal differentiated,

354
In evaluating school health services,

352-55
Interpreting, 353-54
Related factors, 353
Reports on defects corrected, 354-55
Types to be collected, 352-53

Stereoscopic vision
Screening tests, 84-85

Opinions on, 85
Strabismus, 74-75

Difference in acuity between two
eyes, 79

Streptococcal infections (see also
Rheumatic fever)

In heart disease, 26-27
Scarlet fever, 215

Stuttering, 137
Sugar

Consumption and dental caries, 154-
55, 158-60

School lunch program considera-
tions, 159

Suggested School Health Policies, 383
Superintendents

Director of school health services,
-318

Mental health role, 174
Supplies, first aid, 227-28
Surveys, value of self-surveys in

evaluating school health serv-
ices, 348-52

Swimming, epilepsy in, 31
Swimming pool sanitation, 6

Standards, 263
Syphilis, 215-16

Congenital, state aid, 336
Incidence by age, 33

Teacher-nurse conferences, in health
appraisal, 42-43

Teacher-parent conferences
Facilities for, 116
In health appraisal, 43
In health counseling, 116
Preparation of teachers, 43

Teachers (see also Classroom obser-
vation)

Athletic injury prevention by, 275

SCHOOL HEALTH SERVICES

Care of sick child, 240-41 .

Caring for athletic injuries, 278-80
Communicable disease responsibili-

ties, 205-206
Cooperation with physician of ex-

ceptional child, 130
Emotional problems role, 114

Preparation for handling, 199-
200

First aid by, legal considerations,
331

Health counseling role, 122-23
Health of, 6

Administrator relationships effect
on, 301-303

Housekeeping responSibilities, 264
Insurance plans for, 299-300
Maternity leave, 6
Mental health guidance programs,

179
Physical education responsibilities,

6
Classifying pupils for, 271

Pre-employment health examina-
tions, 291

Preparation of .

In health problems, 43
In teacher-parent conferences, 43

School health services responsibili-
ties, 310, 312

Education for, 322-23
Recommendations compared, 348

Tuberculosis transmitted by, 295,
297

Teen-agers. See Adolescents.
Teeth (see also Dental headings)

Brushing, 157-58
Injuries, 152

Temperature (see also Fever)
Body, in communicable disease con-

trol, 211
Tenure, effect on teachers' health, 297
Terman, Lewis, school health cervices

contributions, 384
Tests. See Hearing tests; Screening

tests; Vision screening tests.
Tetanus

Identification card, 209
Immunization, 206, 207

Legal considerations, 334
Records, 208-209
Status of athletes, 280

Toxoid, ievsitivity to, 209
Textbooks, mental health content, 177
Threshold testing. See Hearing tests.



INDEX

Tod' 's Health, 68
Toi .c facilities

Equipriient, 254
Location, 253-54
Ratio to pupils, 254
Standards, 252, 253-55
Ventilation of rooms, 255
Wash basins, 254
Water closet standards, 254-55

Tonsillitis. See Respiratory tract in-
fections.

Tornado. See Disaster planning.
Toxoid

Diphtheria, 203
Records of immunizations, 208, 209.
Tetanus, 209

Trachoma, exclusion from schools, 328
Transportation of injured, 224-25

Physicians in instruction, 280-81
To home, 224-25

Treatment
Community facilities for, 121
Dental, 164-65
Health counseling in, 121
Legal considerations, 330-31
Parental preferences, legal con-

siderations, 331
Trench mouth. See Periodontal dis-

eases.
Tuberculin tests, 29, 45

School personnel, 295, 297
Tuberculosis

Bone or joint, state aid for children
with, 336

Incidence, 29
Open-air schools, 265 -66
Prevention, 29
School personnel, 337-38

Massachusetts statute, 337-38
Tests for, legal considerations,

337-38
Teacher transmitted, 295, 297
Treatment, 29

Typhoid fever, declining incidence, 203
Undernourishment. See Nutrition.
U. S. Children's Bureau, school health

services activities, 376
U. S. Office of Educatior

Guides for school he'.ilth work, 382
School health sr vices activities,

376-77
S. Public Hen1,11 Service111.

Fluoridation recommendation, 157
Food sanitation standards, 262
School health services activities,

376
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Septic tank percolation tests, 252
Water supply standards, 250

Universities, school health personnel
preparation, 379-80

Vaccinations (see also Immunizations;
specific diseases)

Age in, 206-207
Booster doses, 207
Combined, 207
Legal considerations, 333-34

Venereal diseases (see also Gonor-
rhea; Syphilis)

Control through case finding, 33
Education, 34
Incidence by age, 33
Increase in adolescents, causes, 33

Venetian blinds, 259
Ventilation

Air conditioning, 257
Definiti on, 256
Humidity control, 257
Methods, 256
Standards, 256-57

Recommendations, 256
Toilet room, 255

Vincent's disease. See Periodontal
diseases.

Virus diseases, hearing impairment
after, 97

Vision
Appraisal

In hyperopia; 76
In'tnyopia,
Points of observation, 75-76

Definition, 88
Vision screening tests, 71-90

Age in, 77
Choice of, 77
Convex lens test, 82
Counseling and follow-up after, 86
Educational aspects, 77, 78
Evaluation, 85-86
First compulsory testing, 364
Frequency, 77
Health appraisal, 39
Identifying eye problems, 75
Legal considerations, 39, 329
Limitations, 78
Minimum procedures, 71
Muscle balance tests, 82-83
Personnel in 71, 77-78

Nurses, 71
Preparation of pupils, 77, 78
Purpose, 87
Referrals in, 87



414

Snel len test, 77, 79-82
State laws requiring, 329
Types, 82-85

Visual problems (see also Blind)
Impaired binocular coordination, 75
Incidence, 132
Physical activities in, 133
Preferential seating for, 133
School procedures for, 133
Special education for, 132-34

Materials, 133
Partially seeing children, 132-33

State aid, 336
Vitamins for athletes, 282
Volta Bureau, source of informati,.n

on hearing loss, 108
Voluntary health agencies, contribu-

tions to senool health serv-
ices, 377-79

Wald, Lillian, nursing service history,
364

War, disaster planning, 238-39
Waste disposal, 5, 251-53

Community sewer, 252
Designing system, 252
Garbage disposal, 252-53
Independent disposal methods, 252
Science laboratories, problems, 252

Water supply
Fluoridation of, 155-57
Plumbing considerations, 250-51
Sanitary standards, 5, 249-50

Minimum standards, 250
Recommendations, 249-50

Sources, 250

SCHOOL HEALTH SERVICES

Weight-height. See Height-weight.
White, Andrew D., school health serv-

ices contributions, 373
White House Conference on Child

Health and Protection, 1930
conference, 367

White House Conference on Children
and Youth

Adolescent problems discussed in
1960, 34

Contributions to school health serv-
ices, 382-83

Whooping cough immunization, 206,
207

Legal considerations, 334
Wilson, Charles C., school health serv-

ices contributions, 383
Window shades, 257-59

Venetian blinds, 259
Wood, Thomas D., school health serv-

ices contributions, 381
Workmen'r Compensation, school em-

ployees covered, 300
World Health Organization, Expert

committee on School Health
Services, cumulative health
records, functions, 65

World War I and World War II,
effects on school health serv-
ices, 368-69

X-rays of chest
For school personnel, legal con-

siderations, 337-38
Importance, 295, 297


